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The purpose of this thesis was to study how service design approach can be used in the con-
text of clinic renovation and renewal, especially to improve the user experience and user 
centeredness. The main objectives were: first of all to analyze the user experience and user-
friendliness of the clinic (both from the patient’s and personnel’s point of view), to identify 
challenge and opportunity areas, and to provide direction and suggestions for the develop-
ment and re-design, and secondly to strengthen the user centeredness by enhancing the user 
involvement of both patients and personnel in the process and by supporting the user under-
standing and empathy. 
 
The thesis was conducted in Cape Town, South Africa in 2013, as a part of a collaboration be-
tween the Lung Institute of the University of Cape Town managing the renovation process and 
the Cape Peninsula University of Technology.    
 
From a theoretical perspective this thesis deals with discussion and concepts related to cus-
tomer and user centered thinking and paradigm shift, user experience, service design and 
health care facility development. The thesis argues that service design can provide a practi-
cal and concrete framework for customer and user centered development in practice. 
  
The thesis describes concretely how service design approach, methods and tools were used 
and adapted to meet the contextual, project specific conditions as well as provides an analy-
sis of the process and methods based on the experiences gained.  
 
Methodologically various design research and service design methods were utilized. Observa-
tion, contextual interviews and user workshop were the main methods for gathering infor-
mation.  The findings were then analyzed and turned into easy to grasp insight by utilizing 
especially personas, visual user journey descriptions, service blueprinting and user flow map-
ping. 
 
As a result, the project delivered a list of identified re-design challenge, opportunity and fo-
cus areas with preliminary development suggestions and ideas, design drivers to guide the 
development and a design booklet to enhance user understanding and empathy. The selected 
re-design focus areas were taken forward by the industrial design students of the Cape Penin-
sula University of Technology. Additionally, various findings were included in the on-going 
renovations.  
 
It can be concluded that service design approach, process model and methods provided a 
functional and applicable development framework also in the context of a clinic renewal.    
 
 
 
 
 
 
 
Keywords: User experience, user centeredness, service design, design research, health care 
facility development
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Lopputyön tavoitteena oli selvittää kuinka palvelumuotoilua voidaan hyödyntää terveyden-
huollon klinikan peruskorjauksen ja uudistustyön yhteydessä, erityisesti käyttäjäkokemuksen 
ja käyttäjälähtöisyyden vahvistamiseksi. Toteutetun kehityshankkeen tavoitteena oli en-
sinnäkin analysoida klinikan tämän hetkistä käyttäjäkokemusta (sekä potilaiden että hen-
kilökunnan näkökulmasta), identifioida kehityshaasteita ja mahdollisuuksia sekä tuottaa eh-
dotuksia ja suuntaviivoja kehitys- ja uudistustyölle. Toiseksi, tavoitteena oli vahvistaa uudis-
tusprosessin käyttäjälähtöisyyttä, lisäämällä sekä potilaiden että henkilökunnan mukanaoloa 
että tukemalla remontin ja uudistusten toteuttajien käyttäjäymmärrystä ja empatian ra-
kentumista. 
 
Lopputyö toteutettiin Kapkaupungissa, Etelä-Afrikassa keväällä 2013, osana laajempaa 
yhteistyötä remonttia ja uudistustöitä koordinoineen Lung Instituutin (University of Cape 
Town) sekä Cape Peninsula University of Technologyn välillä.  
 
Teoreettisesti lopputyö yhdistää keskusteluja ja konsepteja asiakas- ja käyttäjälähtöiseen 
ajatteluun ja paradigman muutokseen, käyttäjäkokemukseen, palvelumuotoiluun sekä ter-
veydenhuollon tilasuunnitteluun liittyen. Lopputyössä argumentoidaan, että palvelumuotoilu 
voi tarjota konkreettisen viitekehyksen asiakas- ja käyttäjälähtöiselle kehitystyölle 
käytännössä.  
 
Lopputyö kuvaa konkreettisesti kuinka palvelumuotoilun lähestymistapaa, menetelmiä ja 
työkaluja käytettiin ja muokattiin vastaamaan kyseessä olleen kontekstin ja projektin tar-
peita, sekä tarjoaa analyysin prosessista ja käytetyistä menetelmistä kehityshankkeessa 
saatujen kokemusten perusteella.  
 
Menetelmällisesti lopputyössä hyödynnettiin lukuisia palvelumuotoilun ja 
muotoilututkimuksen menetelmiä. Tiedon ja ymmärryksen keräämisessä keskeisiä menetelmiä 
olivat havainnointi, kontekstuaaliset haastattelut sekä käyttäjätyöpaja. Tulokset analysoitiin 
ja käännettiin havainnollisiksi tuotoksiksi hyödyntäen erityisesti persoonakuvauksia, visu-
aalisia palvelupolkukuvauksia sekä käyttäjien liikkumista ja prosesseja kuvaavia mallinnuksia. 
 
Lopputyö tuotti listauksen identifioiduista keskeisistä haaste-, mahdollisuus- ja fokusalueista 
uudistustyölle, alustavia ehdotuksia ja ajatuksia näihin teemoihin liittyen, suunnitteluajureita 
kehitystyötä ohjaamaan sekä kirjallisen yhteenvedon keskeistä havainnoista ja kuvauksista, 
erityisesti käyttäjäymmärryksen ja empatian vahvistamiseksi. Tuotesuunnittelun opiskelijat 
Cape Peninsula University of Tecnology:stä lähtivät viemään valittuja fokusalueita eteenpäin. 
Lisäksi havaintoja hyödynnettiin laajemmin käynnissä olleen remontoinnin yhteydessä.          
 
Yhteenvetona voidaan todeta, että palvelumuotoilu tarjosi konkreettisen lähestymistavan, 
viitekehyksen, prosessimallin sekä menetelmiä klinikan uudistuksen kontekstissa 
hyödynnettäväksi. 
 
 
Asiasanat: Käyttäjäkokemus, käyttäjäkeskeisyys, palvelumuotoilu, muotoilututkimus, tervey-
denhuollon tilojen kehitys  
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 1 Introduction
 
1.1 Background and motivations   
 
During the last couple of decades there has been a large paradigm shift emphasizing the im-
portance of customer and user centered thinking both in business and in design fields. It has 
been more and more highlighted that the key to success and real value creation is not so 
much dependant on organizations’ resources and abilities to produce products and services, 
but more based on deep understanding on customer needs, challenges, goals, desires and ex-
periences, and in the close collaboration between organizations and their customers (See e.g. 
Prahalad & Ramaswamy 2004; Bettencourt 2010; Fitzsimmons & Fitzsimmons 2000; Ojasalo & 
Ojasalo 2015; Koskinen et al. 2011.) Within this intersection of new ways of thinking about 
business and design, service design has emerged both as a field of research as well as a prac-
tical and holistic framework for service innovation and development in practise, emphasizing 
especially the importance of customer centeredness, insight and experience (Ojasalo & Ojasa-
lo 2015; see also Mager 2009).   
  
The benefits and possibilities of service design approach in re-thinking and developing ser-
vices and process models has become more and more acknowledged also in the context of 
social and public services, including health care. It has been increasingly emphasized that 
developing health care services with both quality and efficiency in mind requires both new 
ways of approaching things as well as human centered focus: enhancing the understanding of 
patient needs and experiences as well as involvement of both patients and personnel in the 
development processes. (See e.g. Cottam & Leadbetter 2004; Jones 2013; Teso. G., Ceppi, G. 
Furlanetto, A., Cario, C. & Scannapieco, C.  2013; Tienhaara 2015.)  In addition, more and 
more service designers have the aspiration to use their skills and knowledge for enhancing 
public good and to solve socially relevant challenges (see e.g. Thomas 2008; UK Design Coun-
cil 2008; Ostrom et al. 2010). Combination of these trends has lead health care to become a 
very interesting as well as important domain for service designers and for utilization of ser-
vice design approach and methods.  
 
Several interesting research papers and case examples have been written to demonstrate the 
benefits and value of patient centered focus and service design approach in health care e.g. 
in clarifying, re-framing and prioritizing relevant challenges, design and development areas, 
in enhancing the empathy towards patients as well as in strengthening their role in the plan-
ning and development of service processes, practices and new user centric solutions. Some 
case studies have also been conducted in relation to the specific focus area of this thesis aka 
utilization of service design approach in the context of developing and re-designing health 
care and medical facilities, service environments that focus on supporting and evoking posi-
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tive user experiences. (see e.g. Ideo 2015d; Ideo2015e, DesignIt 2015; LiveWork 2016; Stick-
dorn & Schneider 2011, 266-279.) Still, service design cannot yet be considered a standard 
approach when developing, re-designing and renovating health care facilities from a user cen-
tered perspective, especially in developing countries such as South Africa, where the devel-
opment project of this thesis was conducted at. Thereby the goal of this thesis is to offer 
concrete examples of one practical project and thus hopefully increase the understanding of 
different possibilities. 
 
From a personal perspective, the thesis project provided me a remarkable opportunity to 
broaden my experiences to new areas. The project was conducted while I was in exchange at 
the Cape Peninsula University of Technology (CPUT). The collaboration between Laurea Uni-
versity of Applied Sciences and CPUT offered me the possibility to conduct this project with a 
very inspiring case and to enhance my personal experiences and understanding about the pos-
sibilities, requirements and implications of utilizing service design approach in a context new 
to me, both geographically as well as thematically. I have been working in the areas of user 
research and user centered design, but mainly in the context to digital services. Thereby this 
terrain was totally new to me. 
 
1.2 Main objectives and delimitations of the thesis 
 
The thesis was conducted as a development project in Cape Town during spring 2013. It 
formed one part of a larger, multi stakeholder project where the aim was to renovate, renew 
and re-design a public, medical clinic located in a historical neighborhood.  
 
The main objectives of the thesis project were: 
• To analyze the user experience and user-friendliness of the clinic, both from the pa-
tient’s and personnel’s point of view, to identify challenges and opportunites, and to 
provide direction and suggestions for the actual development and re-design   
• To strengthen the user centeredness of the renovation and renewal process: 
o By enhancing the user involvement of both patients and personnel in the pro-
cess 
o And by supporting the renewal and the work of different main stakeholders 
involved, especially by enhancing the user understanding and empathy 
 
Service design approach was used as a development framework to reach the objectives.  
Due to practical, timeframe related issues the conducted project and this thesis focuses to 
the first: ‘discover’ and ‘define’ phases of the service design process: conducting research, 
gathering information, inspiration and ideas, and then analysing the findings and turning them 
into to easy to grasp, documented insight, design directions and suggestions to guide the de-
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velopment. Thereby the main the research question this thesis aims to answer is: how can we 
analyze and improve the user experience and user centeredness of public medical clinic by 
using service design approach, and especially design research?      
 
I did not take part in the actual concepting, validation, iteration or delivery of the re-design 
solutions, and thereby those later parts of service design process are out of the scope of this 
thesis. Similarly, as the service design project was conducted within the context of clinic ren-
ovation and re-design, focusing mainly on the issues connected to the physical environment 
and surroundings, many important elements connected to service experience (such as person-
al interactions or service practices) are thereby not included or in the focus of this thesis.  
 
 
1.3 Structure of the thesis  
 
This first chapter introduces the background, goals and focus of the thesis. The second chap-
ter discusses the theoretical context and the main related concepts. The second chapter pre-
sents  also case studies, previous research and example projects related to the theme, and 
highlights some identified key learnings and consideration points based on the review. The 
third chapter will focus on the actual development project, describing and discussing first the 
background and the service design process model utilized, and then the different phases of 
the actual thesis project and the methods used. The fourth chapter describes the results of 
the project. And the fifth and final chapter summarizes the whole thesis, discussing and re-
flecting the project and the lessons learned. 
 
 
2 Key concepts and theoretical context 
 
Just as service design is a an interdisciplinary approach combining different disciplines (Stick-
dorn & Schneider 2011, 29) also this thesis has an interdisciplinary approach, combining theo-
retical notions, concepts and discussion from both business and design fields.  
 
First, concepts and theoretical backgrounds especially related to customer centered service 
development development, user centered design, service design and user experience will be 
introduced and discussed. Secondly this chapter will also introduce and discuss earlier re-
search, case studies and examples related to service design in health care domain as well as 
especially the connection between user experience and  service facility development in 
health care.  
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2.1 Customer and user centered paradigm shift 
 
As mentioned in the introduction, last couple of decades have brought a significant paradigm 
change emphasizing the role of customers and users both in business and design domains,  
and in developing both goods, services as well as different service environments form a cus-
tomer and user centered perspective (see Prahalad & Ramaswamy 2004; Bettencourt 2010; 
Fitzsimmons & Fitzsimmons 2000; Ojasalo & Ojasalo 2015; Koskinen et al. 2011).  
 
Before going deeper into the paradigm turn, the relationship between the concepts of cus-
tomer and user needs to be briefly discussed. The concepts of user and customer as well as 
human centered design or development have all been used to portray rather similar things, 
but in different contexts,  mainly due to different backgrounds and traditions. The concept of 
customer centered development has mainly been used in business fields: in service science, 
business management and marketing (see e.g. Maglio, Kieliszewski & Spohrer 2010), where as 
user and human centered design has background in design, especially in product design as 
well as in information technology and software development (see e.g. Koskinen et.al 2011). 
Concept of human centered design is especially used in context of design thinking and when 
emphasizing the combination of design methods with human and social sciences e.g. in utiliz-
ing design approaches to address social challenges (see e.g. IDEO 2013; Brown & Wyatt 2010). 
In addition to different backgrounds and traditions there are also some real conceptual dif-
ferences. The term customer is usually used when discussing the more comprehensive and 
longer-term relationship between a person and service provider, or when referring to a per-
son who acquires or purchases the product or service and thereby is in a direct (and usually 
also in monetary) relationship with the service provider. Where as the term user commonly 
refers to the person who actually uses the product or service. In turn, human centered design 
can been seen as focusing on even more holistic view, emphasizing people as versatile human 
beings, not as subjects, consumers or users of certain products or services (IDEO, 2013; Brown 
& Wyatt, 2010). Even though it could be argued that any of these terms, as well as patient 
centeredness, would have a justified reason to be used in this thesis, I have used mainly the 
term user, especially when describing the actual development project. This mainly due to the 
fact that it can be used more naturally in the clinic context to include both the patients as 
well as the members of the staff, which both are the actual ‘users’ of the clinic. It can also 
be noted that the term customer has been somewhat challenging in the context of healthcare 
and especially public health care services (see e.g. Tienhaara 2015, 8). Thereby the term user 
is most commonly used in this thesis later on.  
 
Customer understanding, experience and centeredness are all very popular concepts in to-
day’s business literature (see e.g. Manning & Bodine 2012). Customer centricity means placing 
the customers to the center of the development or innovation processes, focusing on under-
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standing their needs, desires and motivations, and involving them in the actual development 
processes one way or the other (Bettencourt 2010). According to Prahalad & Ramaswamy 
(2004) the turn of the millennium marked also a turn to customer centeredness in business 
thinking. The paradigm shift had many influencing factors. In connection to technological and 
economic development concepts such as consumer power and consumer preferences became 
understood as more and more important (Koskinen et al. 2011, 18).  The rise of theories re-
lated to experience economy (Pine & Gilmore 1999) and service dominant logic (Vargo & 
Lusch 2004; Lusch & Vargo 2006) were highly influential, emphasizing the customer centered 
viewpoint. The thinking shifted from the traditional organization and goods dominant logic to 
placing more focus and role on the customers. According to service dominant logic Vargo & 
Lusch (2006 and 2008) emphasized that the value is actually co-created when the service of-
fering is consumed and experienced by the customer. As Ojasalo & Ojasalo (2015) have noted 
Grönroos (2006 and 2008) and Gummeson (2007 and 2008) went even further in their service 
logic thinking, arguing that it is actually the customers that determine, control and actualize 
the value, and that organizations are more enablers, resource creators and facilitators of val-
ue formation. And lately Heinonen et al. (2010) have used a concept of customer dominant 
logic which emphasizes even deeper understanding and focus on customers, their needs, eve-
ryday life and experiences and how value actually is formed or emerges in customer’s own 
context. Heinonen et al. have underlined especially the importance of understanding custom-
ers’ goals and motivations as well as mental and emotional experiences in the value for-
mation processes. As Ojasalo and Ojasalo (2015) have pointed out, this viewpoint emphasizes 
the role of customer insight in building and developing services that support customers in 
their own, natural processes. What has been shared in all of these theorizations is the focus 
on customer centered thinking and the emphasis of customers’ role in service development, 
based on these notions that value is strongly co-created and determined by the customer, and 
thereby the customers should be closely involved in the development of those services (see 
e.g. Prahalad & Ramaswamy 2004; Bettencourt 2010; Grönroos 2006; Grönroos 2008; Grönroos 
2009; Gummesson 2007; Gummesson 2008; Edvardsson, Gustafsson, Kristensson & Witell 
2010).  
 
Customer centeredness has been seen important due to various reasons and expected practi-
cal benefits. It has been recognized that in today’s economy people make their decisions 
largely based on their goals, perceptions and experiences. Customer centricity has been per-
ceived as a way for e.g. raising awareness and the acceptance level of new services, improv-
ing satisfaction and strengthening the customer – service provider relationships, engagement 
and loyalty as well as for shortening the innovation and development process times. Based on 
perceived connections especially between customer centeredness, customer experience, per-
ceptions of quality, satisfaction, value and loyalty, customer centered thinking has been seen 
as the core of element of success and competitiveness. (See e.g. Alam 2002;  Bettencourt 
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2010, 25; Fitzsimmons & Fitzsimmons 2000; Matthing, Sandén & Edvardsson 2004; Manning & 
Bodide 2012.) 
 
In practice customer centeredness has included variety of very different views of the custom-
er role as well as different levels and intensity of customer involvement in the actual devel-
opment processes. Customer role can also vary in relations to the phase of the involvement 
during development processes; whether customers are involved only in the beginning or only 
in the late steps (e.g. in validating or testing new service concepts rights before launch), or if 
customers are actually closely involved in various steps along the process. Based on a re-
search review Edvarsson et al. (2010, 568-574) have listed a model where the customer role if 
seen either purely as a buyer, as a subject of interest, provider of information or as a co-
developer or developer (these different perspectives are illustrated in the Figure 1). In the 
other end the customers may be seen as mere objects with little to contribute and on the 
other end they can be seen as vital resources possessing critically important knowledge and 
knowhow, forming an important part of the design or development process.  
 
 
 
 
 
 
 
 
 
 
 
Figure 1: Different perspectives within customer centeredness (created based on Edvarsson et 
al. 2010)   
 
At the same time as the customer centered paradigm was evolving in business science, user 
centered thinking and design gained popularity in design fields. Donald Norman (1998, 188) 
has described user centered design as a philosophy that is based on the needs and interest of 
the user, with an emphasis on making things usable and understandable as well as desirable 
for them. The rise of user centered thinking in design was connected to changes in thinking 
that emphasized user emotions, and placing more emphasis on concepts such as user experi-
ence, desirability and pleasure instead of pure functionality and usability  (Jordan 2000). It 
Customers as sub-
jects of interest  
 
Customers as providers 
of information and 
ideas 
 
Customer as a co-developers 
or developers 
Level and intensity of customer involvement 
Different viewpoints and layers of customer centeredness  
Customers as buyers 
 
 12 
 
was noted that people are the best experts of their own experiences and lives, and  ”as eve-
ryone has experiences, they can thereby inspire design” (Koskinen et al. 2011, 18).  
 
One of the concrete evidences of the popularity of the user centered thinking is the fact that 
is has been has been granted a standard of it’s own. ISO 13407:1999 (revised by ISO 9421-210) 
for Human centered design states that users should be positioned to the central of the design 
processes, as well as to be concretely involved during different stages of development. The 
standard emphasizes that design should first of all be based on understanding of the aimed 
users, their goals, tasks and context. Secondly the designs need to be developed iteratively 
with user participation and that the design solutions need to be evaluated by the users or 
based on user specific factors during the process. (Roto, Law, Vermeeren, Hoonhout 2011, 6-
7.) 
 
The evolvement of user centered thinking and design is also closely connected e.g. to devel-
opment of participatory design and co-design movements. These approaches have their own 
historic and theoretic foundations, as well as practical emphasizes. Participatory and co-
design approaches have been seen to emphasize even more profound collaboration with and 
involvement of users in the actual design and development processes than traditional user 
centered thinking (see Sanders & Stappers, 2008; Von hippel 2005). However, the boundaries 
of the different concepts are flexible and overlapping, and user centeredness can be used as 
an umbrella term to include different perspectives and models. In practice user centeredness 
can vary from gathering insight and understanding about the users, their needs and desires, to 
gathering user’s feedback during the development e.g. by testing and validating services or 
service concepts with them, to involving users as active partners in the actual ideation, de-
sign and development processes. (Hyysalo 2009; Keinonen 2010, Koskinen et al. 2011.) There-
by the different layers and perspectives of user centeredness are very much similar as the 
different perspectives of customer centeredness described in the Figure 1. 
 
 
2.2 Service design approach as a concrete framework for customer and user centered 
development 
 
Service design is an interdisciplinary approach that combines different methods and tools 
from various disciplines to help to innovate new or to improve existing services to make 
them more useful, usable, desirable for users as well as efficient and effective for organiza-
tions. (Stickdorn & Schneider 2010, 29; Moritz 2005). 
 
Although customer role and customer centricity have largely been emphasized in service 
business science already for some time, Ojasalo & Ojasalo (2015) have noted that here has 
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been rather little models and actual tools for customer centered service development in prac-
tice, or the models have still been strongly service provider dominant. As Ojasalo & Ojasalo 
have argued, design thinking and especially service design approach has brought new, con-
crete means for implementing service and customer logic and customer centeredness in prac-
tice. Within the intersection of business and design, service design has emerged both as a 
field of research as well as a practical and holistic framework for service innovation and de-
velopment (Ojasalo & Ojasalo 2015, see also Mager 2004).   
 
Service design can be characterized as a systematic and holistic approach that aims to inno-
vate and improve services, taking into account both the customer and service provider goals, 
and by utilizing several concrete methods originating from different fields. Service design can 
be described as an interdisciplinary approach with a set of key principles, as a process model 
and as a toolbox of different methods and techniques (Stickdorn & Schneider 2010).  Service 
design aims to enhance the both the quality, value and experience related to the service as 
well as the efficiency and the effectiveness (Moritz 2005). Service design approach can focus 
on both tangible and intangible outcomes and service elements and it provides models and 
tools for recognizing, analyzing, planning and organizing the different components that con-
stitute the service (Miettinen 2011).  
 
One way of characterizing service design is describing it as a set of design principles. Stick-
dorn & Schneider (2010, 34-45) have underlined five core principles of service design: user 
centered, co-creative, sequencing, evidencing and holistic, from which the user centeredness 
and co-creation are perhaps the most prominent ones. According to Stickdorn & Schneider 
”knowledge and awareness of users’ needs and wants and what is truly valuable for them is 
where service design thinking begins”, meaning that the users’ needs should to be put in the 
center of the design process. Also Moritz (2005, 43-37) has underlined user centeredness as a 
principle that makes service design unique, as “it truly represents users’ perspective”. Ser-
vice design aims to understand users’ needs, goals, motives, behavior, values, problems and 
challenges, experiences, wishes and behavior as a starting point for design and development 
(Heapy 2011). The principle of user centeredness emphasizes genuine understanding of users 
and different individual experiences, and that services should be designed through the users’ 
eyes and by working together with them. Service design begins with an attempt to truly un-
derstand what users or customers really need and want and what is really important or valua-
ble for them (see Miettinen 2011, 13, 27; Ideo 2011; Mager 2009; Saco and Goncalves 2008).  
 
Service design is also inclusive by nature, emphasizing concepts of participation and co-
creation. According to Miettinen (2011, 21-23 and 2009, 11) service design can mean even 
tighter co-operation with the users than traditional user centeredness. Service designers use 
methods to enable and engage the user and give them real power to influence the design. 
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Service designers role is thereby especially to be a facilitator in the development processes 
(Miettinen & Valtonen, 2012, 9; see also Mattelmäki & Vaajakallio 2011, 77-97).  
 
In addition to set of principles, service design approach can introduce structured process 
models to service innovation and development, emphasizing user centeredness. Service de-
sign provides a systematic way to approach service development simultaneously in an analyti-
cal and intuitive way, meaning concrete activities of analyzing, planning and organizing the 
different elements that constitute the service as a whole. Service design processes have been 
modeled into various different alternatives by different researches and service design practi-
tioners (see e.g. Stickdorn 2010; Mager 2009; Miettinen 2009; Miettinen 2011; Moritz 2005). 
These models have both differences as well as rather many similarities between them. As 
Stickdorn (2010, 126) points out there are various process models or frameworks that vary 
regarding the amount of steps and the concepts used, but pretty much share the same mind-
set. Common to all models is that they start with exploration and research aka insight gather-
ing phase, based on which the process moves into ideation and prototyping of solutions, and 
then into testing, reflection, iteration. These interrelated steps lead to implementing the 
solutions into the actual context or markets. The models also emphasize that the implemen-
tation is not the end of the process, but should lead to constant iteration and further devel-
opment. 
 
Service design can also be characterized as a toolbox, a set of practical methods, tools and 
techniques than can be applied in variety of real life innovation and development processes 
(Stickdorn & Schneider 2010). Service design utilizes and combines methods and techniques 
from various fields, especially from the design tradition. Many of the core tools and methods 
of service design, both for gathering and building understanding about the users, context of 
use and user experiences as well as for ideating, co-designing and co-creating services to-
gether with users and other stakeholders have their origins in user centered design (Koskinen 
et al. 2011, 18-22; Miettinen 2011, 28; Raulo & Ruuska 2011, 13). On the other hand, service 
design provides an even more holistic and comprehensive, practical framework for user cen-
tered development in real life context than the traditional user centered design approach: 
meaning structured process models with a comprehensive set of methods, tools and tech-
niques. 
   
 
2.3 Design research in service design  
 
As noted earlier design research forms an important part of service design approach. Service 
design processes are kicked off with a research, insight gathering or discovery phase, where 
the aim is to gather understanding about the topic, about different possibilities, opportuni-
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ties, challenges and possible constrains, and based on that understanding to define the focus 
and direction for the later stages (Stickdorn & Schneider 2010, 128-129).  
 
Design research can be used as a term to describe a myriad of research methods during ser-
vice design processes to guide and support the design. First of all, as pointed earlier user un-
derstanding and deep customer insight gathering via different research methods is the key 
starting point of service design processes. Various data gathering, research and analysis 
methods origin from design discipline, as well as from social studies, marketing, anthropology 
and ethnography have been utilized and further modified with the aim to understand e.g. 
human behavior, needs, desires, motivations and experiences. (Koskinen et al. 201; Miettinen 
2009, Hämäläinen, Vilkka & Miettinen 2011, Stickdorn & Schneider 2010, 128-129.) 
 
In addition to understanding users and their service experiences design research methods 
have been utilized in service design especially for understanding and analyzing service pro-
cesses. Methods and tools stemming from the design field as well as e.g. from service engi-
neering, such as service journeys, service blueprinting and scenarios are a vital part of de-
scribing, illustrating and modeling service processes. (Hämäläinen, Vilkka & Miettinen 2011, 
Stickdorn & Schneider 2010, 128-129.)  
 
Design research methods and perspectives have been categorized in variety of ways. Haning-
ton (2003) has suggested a categorization to ‘traditional’, ‘adapted’ and ‘innovative’ meth-
ods. To him ‘traditional’ methods include e.g. surveys, questionnaires and interviews, 
‘adapted’ methods contain e.g. observations and ethnographic methods, and ‘innovative’ 
methods focus on creative, visual and participatory methods, such as workshops, collages, 
diary studies etc.  Fulton Suri (2008) on the other hand has divided design research into three 
main perspectives: ‘generative’, ‘evaluative or formative’ and ‘predictable’ design research, 
especially in context of innovation processes. According to her, ‘generative’ research pro-
vides especially understanding and inspiration; it can be used to gain insight and ideas. It in-
volves activities of describing, explaining and framing. It looks at patterns, challenges and 
opportunities as well as for gathering deep understanding of people’s behavior, aspirations, 
emotions, perceptions and motivations in different contexts. ‘Formative’ or ‘evaluative’ de-
sign research focuses on learning and refining throughout the design process, e.g. via proto-
types and their evaluations. According to Fulton Suri such research can also include close col-
laboration with the users along the process e.g. via co-design sessions. ‘Predictive’ design 
research aims to estimate potential of future opportunities and ideas especially via scenario 
work. Fulton Suri has emphasized that in addition to understanding what currently is, design 
research is concerned with future oriented questions such as what should or could be, and 
methods which blend design and research closer together have been seen especially needed 
for examining, experimenting and exploring new type of research questions (Fulton Suri 2008; 
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See also Koskinen et. al. 2011; Sleeswijk Visser 2009).  
Design research includes closely the concept of empathy building, the ability to see things 
from the user’s perspective or to step into user’s shoes. As noted earlier empathy is one of 
the core elements of service design (Miettinen 2011; Miettinen 2009). Fulton Suri (2003, 55 
and 2008) has emphasized how design research informs intuition and how it is easier to get 
excited about design once we know the people we are designing for, as well as their situation 
and context. Fulton Suri has highlighted how it is possible to learn about what other people 
think and feel through design research and emphatic interpretation of what the say and do.  
In building empathy Koskinen & Battarbee (2003, 47-50) have emphasized especially the role 
of immersion and research that allows designers an access on how users experience things 
around them, strengthening the ability to see things from users’ point of view. According to 
them such research not only inspires, but also creates an emphatic understanding. Combina-
tions of various design research methods can be used to both learn about people’s experienc-
es as well as to strengthen the emphatic understanding to inform and inspire design. 
Sanders & Dandavate (1999) have highlighted how variety of design research methods can be 
used to access different levels of information about peoples’ experiences: for listening to 
what people say, interpreting what people express, to watch what people do, to observe 
what people use, to uncover what people know, and to reach towards an understanding of 
what people feel and to appreciate what people dream.  
Sleeswijk Visser (2009, 16) has emphasized how different research approaches provide infor-
mation of different levels and how different methods are many times needed in order to gain 
deep understanding (see Figure 2).  She has highlighted how talking with and interviewing 
people, provides information about what people can say, which is mainly explicit knowledge 
about what they think. Observation studies give insight into the physical context of people, 
and how people do things. Sanders and Dandavate (1999) Koskinen et al (2011) and Sleeswijk 
Visser (2009, 16) have all emphasized how especially design inspired ‘constructive’ or ‘gener-
ative’ design research methods are important in trying to understand complex and latent is-
sues such as experiences, feelings and dreams and how those methods (e.g. creative tools, 
such as context mapping, moodboards, storyboards, or self documentation techniques and 
probes) can use the creativity of people to become aware and express their own experiences 
in a deeper level.   
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Figure 2: Illustration on how different levels of knowledge that be accessed by different de-
sign research methods (Sleeswijk Wisser 2009, 17 based on Sanders & Dandavate 1999 and 
Sanders 2001). 
 
Service design approach has adopted and further modified variety  of the above discussed 
‘traditional’, ‘adapted’ and  ‘evaluative’, as well as ‘innovative’, ‘generative or constructive’ 
(e.g. personas, scenarios, context maps, probes, moodboards) design research methods, tools 
and techniques both to gain deep understanding about users and their experiences, to build 
empathy and to envision, ideate and develop future services together with the users  (Miet-
tinen & Koivisto 2009; Stickdorn & Schneider 2010).   
 
2.4 User experience 
 
One core concepts in both customer/user centered service development and in service design 
is experience. As noted earlier, creation of positive, memorable or superior experiences has 
been seen as one of the main goals in variety of sectors, shifting the focus from production of 
outcomes to how the outcomes are experienced and interpreted by the individuals (Jaakkola 
et al 2015; Helkula & Aarikka-Stenroos 2015, 183; Fitzsimmons & Fitzsimmons 2000; Grönroos 
2001; Ojasalo & Ojasalo 2015). User experience is one of the key concepts also in service de-
sign approach. As Saco and Goncalves (2008) have put it, service design can be described as a 
“human centered approach that focuses on user experience as the key value for success”. Or 
as Miettinen (2011, 30) has stated “in the context of service experience development service 
designers focus on how users experience the services offered by different organizations, and 
how those services can be re-designed and improved together with the users”.  
 
However, even though customer and user experience have been widely used and referred 
concepts in various contexts, they still lacks a jointly agreed, clear definitions (see e.g. All 
About UX 2016 for about 30 different definitions for user experience) and have been ap-
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proached from variety of different directions.   
 
As such, experience can be approached first of all as a psychological phenomenon (see Roto, 
Law, Vermeeren, Hoonhout  2011; Helkula 2011). According to Roto et al. (2011, 6-7) “expe-
rience is inherent to our existence as people, and to our individual perceptions of good and 
bad. Experience in general covers everything personally encountered, undergone, or lived 
through”. According to them user experience differs from experiences in a more general 
sense, in that it explicitly refers to the experience(s) derived from encountering
 
systems (or 
services).  Sleeswijk Visser (2009, 15-16) has noted that what has been agreed on is that ex-
periences are individual and unique, holistic, situation dependent and subjectively construct-
ed. She has highlighted that experiences are influenced and defined by variety of elements 
and aspects related to the context and situation, as we as by the user’s state of mind. There-
by experiences are created and affected by the expectations, goals, motives, background, 
values and knowhow of the user and the situational service components such as interactions, 
artifacts and the environment that the user senses.  These elements all influence how the 
user feels in the situation and then perceives it.   
 
Also Mäkelä and Fulton Suri (2001) have emphasized the multiple factors related to formation 
of user experience. Based on their definition user experience is ”a result of motivated action 
in a certain context”.  They have highlighted that the experience is formed and interpreted in 
the interaction of users’ prior experiences and expectations, motivations, actions and context 
and that each of these components can be further divided into smaller elements. Roto et al.  
(2011, 6-7) have also emphasized user experience as unique to an individual and influenced 
by prior experiences and expectations as well as rooted in social and cultural context where it 
happens. They have  divided the main factors influencing the user experience into three main 
categories: the context, the users’ state (e.g. motivations, mood, current mental and physi-
cal resources and expectations) and the encountered system (e.g. functionality, aesthetics, 
interactions, brand). Roto et al. have emphasized that although user experience cannot be 
described solely by these factors, they can help to identify the reasons behind the experience 
(Roto et al 2011, 10). The various elements and phases of experience formation emphasized 
in all these theorizations are illustrated in the figure below (Figure 3). 
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Figure 3: Illustration of user experience formation (created as a modification from Sleeswijk 
Visser 2009, 15-16; Roto et al. 2010; Kankainen & Fulton Suri 2001). 
 
In addition to subjective elements, all of these theorizations of experience emphasize that 
the context where the experience happens and is perceived or experienced plays an im-
portant role. The context can include the physical location and the sensory experiences re-
lated to it  (e.g. the visual surroundings, objects, temperature, light, noise), social factors 
(who is around and who is not), cultural factors (e.g. values, background) and time (Sleeswijk 
Visser 2009, 14-15).  
 
In addition to experiences being a complex constructions affected by multiple both subjective 
and contextual elements, they have also been emphasized as being time related, sequencing 
and  interpretative.  Berry, Carbone and Haeckel (2002, 18) have defined experience as the 
“sum of feelings customers take away from their interaction with a firm’s goods, services, 
and ‘atmospheric’ stimuli”. Jaakkola et al. (2015, 183)  have concluded that majority of re-
cent definitions commonly consider experience as an “individual and subjective response to 
or interpretation of any direct or indirect contact with the elements of the service”. This 
viewpoint emphasizes both the interactive nature of experience as a co-created phenomena 
as well as the role of interpretation in experiences. Roto et al. (2011) have also emphasized 
that the user experience can be approached as an interpretation or perception created based 
on the various different encounters and resulting emotions. They have divided user experi-
ence into four different types based on the lifespan: to the anticipated user experience that 
happens actually before the usage, the momentary user experience that is the actual experi-
encing during the use, the episodic user experience which focuses on reflecting the experi-
ence and different episodes during it and to the cumulative user experience which consists on 
the views as whole afterward. One of the early founders of user centered design Donald Nor-
man  (2004, 63-68) has also emphasized the different phases of experiences and divided expe-
The moment 
After 
Expectations 
Perceptions and  
previous experiences 
Situation 
User state 
Context 
Before 
Actions 
Reflection 
Interpretation 
Assessment 
Memories 
 
Senses 
Emotions & feelings 
Cognitions 
 
 20 
 
riences into three levels: visceral, behavioral and reflective. According to him visceral expe-
rience refers to the first feelings evoked, the immediate sensory reactions, the behavioral 
experience to the actual experience during use and the reflective experience to the more 
cognitive rationalizations and longer lasting perceptions of the experience.  
 
The notions related to the reflective and interpretive nature of user experience are  both in-
teresting and challenging in relation to goals of understanding, analyzing and evaluating users 
experiences. As Roto, Law, Vermeeren, Hoonhout (2011, 9) have noted focusing e.g. on the 
moment can give information on a user’s emotional responses to  specific elements and de-
tails of the product or service, where as focusing on longer periods may reveal the cumulative 
user experience, the reflection of the total of the momentary experiences. However, as Roto 
et al. have noted a positive outcome, final momentary example may e.g. diminish the im-
portance of prior negative momentary experiences, or the memory of them. Many times ex-
periences contain also many intangible factors of which the user may even be aware of.  Also 
Sleeswijk Visser (2009, 12-16) has  highlighted that it is important to note that reflection or 
awareness of a past experience involves interpretation of the actual experience and these 
interpretations may change over time. She has also noted that from the factors that deter-
mine the experience some are more explicit or at the surface than other, and both awareness 
and reflections are necessities in order for the user be able to articulate and express experi-
ences verbally to others. 
 
Due to the complex nature of experience, it has been noted as a rather challenging topic to 
analyze or evaluate. As user experiences are subjective, situational, contextual and interpre-
tive it is impossible to define an exact list or hierarchy of attributes that affect them. Even 
though there are design principles and heuristics created to various design fields as well as 
scientific understanding on basic, general human values and behavior (Kaasinen et al. 2015), 
true understanding, analysis and evaluation of user experience requires understanding partic-
ular users in particular context. User experience analysis involves both the user cognitions 
and emotions and the various elements affecting those. In a broad sense user experience 
analysis should take into account various behavioral, social, sensory, emotional, cognitive, 
situational and contextual aspects as well as various time related phases: the expectations, 
the actual momentary experiences as well as the interpretations and assessment e.g. on value 
and quality, as well as the reasoning of those assessments (Sleeswijk Visser 2009).  
 
Service design has aimed to provide one concrete framework to support the understanding 
and analysis of service experiences. What is characteristics to service design is that it empha-
sizes the formation of experience especially from the process perspective, as a sum of the 
different service moments and touchpoints along the service journey. In service design expe-
riences are approached and analyzed from a viewpoint of customer journeys, which consti-
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tute of various interrelated service moments and touchpoints or contacts points as described 
in Figure 4. According to service design approach services are seen, sensed and experienced 
through these different touchpoint, and the total service experience is formed as a sum of 
these encounters and the resulting cognitive assessment, which is influences e.g.  by expecta-
tions, personal preferences, motives and values. (Kimbell  2009; Koivisto 2011, 49-53; Jaakko-
la et al. 2015; Mager 2009.) 
 
 
 
 
Figure 4: Illustration of the key components of experience formation according to service de-
sign approach (based on Tuulaniemi 2011, 80 and Koivisto 2011, 49-53) 
 
Service touchpoints form the building blocks of service experience formation. They have 
mainly been divided into four different key elements or components: 1. Facilities, environ-
ments or channels, 2. objects, artifacts and products, 3. processes, procedures and opera-
tions and 4. People and their behavior (Ramaswamy 1996; Saffer 2007, 176). The goal of ser-
vice design is both to understand the role and importance of the different touchpoints, the 
service elements and components in question, and then to plan, design and organize them in 
such way that they create value and positive experiences to the user. (Tuulaniemi 2011, 80; 
Stickdorn & Schneider 2010, 158; Koivisto 2011, 49-53).  In relation to the focus of this thesis, 
it is important to note especially  that is given to the role of service context and environment 
as a crucial element in experience formation. Saffer (2007) has emphasized that service facil-
ities and environments both send cues to the user and well as influence user behavior. He has 
emphasized that it is important to pay close attention e.g. to issues important to human sens-
ing, such as interior decoration, lighting, sounds and smells, which have an important role in 
Customer	journey	
Touchpoints:	
•  Objects	
•  Environments	
•  Processes	
•  People	
Service	moments	
 22 
 
how people experience the service moments. Ramaswamy (1996) has highlighted both the 
role of service facility design referring to the design and organization  of the physical space, 
including e.g. the layout, lightning, guidance and tidiness, and service product design includ-
ing the artifacts and objects in the space such as the seating and storage solutions.   User ex-
perience analysis should thereby focus also on understanding and identifying the major, cru-
cial issues related to the construction of experience in the particular physical space and envi-
ronment as well as the main context related issues affecting the experience, either positively 
or negatively. 
 
In addition to understanding, analyzing and evaluating user experience the other important 
and much discussed topic has been how to design or create those positive, affective and 
memorable experiences. Due to the complex nature of experience, there has been a lot of 
debate if and how much experiences can actually be deliberately and systematically planned, 
designed, managed or developed (see Jaakkola et al. 2015, Helkula 2011 and Roto et al. 
2011).  It is clear that design has its limitations. Due to the special nature of services and the 
subjective nature of service experiences services always include a level of unpredictability. 
Many theorists have emphasized the co-creative nature of experience formation and the limi-
tations related to designing or controlling experiences as such (Sleeswijk Visser 2009, 13; 
Jaakkola et al. 2015). What has been more emphasized also in service design approach is not 
designing experiences per se, but identifying, understanding, designing and developing those 
elements and components that crucially influence the experience and can be designed and 
modified by deliberate actions. In practice this mean especially focusing on the previously 
listed touchpoint components: the processes and practices, the objects related to the service 
processes and encounters, service environments and physical surrounding, and the behavior of 
the people involved in the actual service situations. Thereby it can be concluded that service 
design approach aims to plan and create service encounters and different touchpoints that 
support the creation of positive service experiences and to eliminate the sources for negative 
experiences. This means focusing on understanding and limiting the elements that prompt or 
provoke negative feelings and enhancing the elements that evoke, support or enable positive 
ones. From this perspective different service touchpoints and elements can be analyzed, de-
signed and orchestrated, but the actual experience is still formed as and based on the user’s 
respond to those elements  (Jaakkola et al. 2015, 190).  
 
 
2.5 User experience and service design in developing health care services and facilities  
 
Health care sector has become a very interesting domain in service design and health care 
organizations as well as public health care development initiatives have been widely interest-
ed in utilization of service design and design thinking. Eemphasis on enhanced user cen-
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teredness and role of user experience has also been widely recognized in many countries. 
(See e.g. Cottam & Leadbetter 2004; Freige & Sangiori 2010; Jones 2013; Teso et al. 2013.) 
When thinking about the future of health care Bader (2015) has emphasized especially the 
“experience factors” e.g. the development of customer convenience, clarity and transparen-
cy, waiting times as well as building empathy and even customer happiness as important 
goals.  Design units from different universities as well as well known design studios such as 
IDEO, LiveWork and DesignIt have conducted variety of interesting collaboration projects with 
health care service providers.  These projects have dealt e.g. with refining the patient expe-
rience in hospital context, creating a patient-centric experience for children’s hospitals, im-
proving the patient - care practitioner interaction or the knowledge exchange between nurses 
for improved patient care, shortening waiting times and placing more emphasis on patient 
emotions in service development (Ideo 2016; Ideo 2015a; Ideo 2015b; Ideo 2015c; Ideo 2015d; 
Ideo 2015e; DesignIt, 2015; LiveWork 2016; Stickdorn & Schneider 2011, 266-279). The digital-
ization of health care sector would provide a mass of interesting additional case studies, 
however, due to the scope of this thesis the cases focused on digital service design are left 
out. 
 
Some of the same core elements and focus areas have been common to many of the design 
projects and case studies. Good experiences have been gained especially from building empa-
thy, gaining deeper understanding about emotions and their role in health care and from giv-
ing the voice to patients and different stakeholders, including the staff members and involv-
ing them directly in the design processes  (see e.g. Stickdorn & Schneider 2011, 266-279;  
Sangiori et al. 2011; Livework 2016). In addition to building understanding about the patients, 
their needs and emotions, and strengthening empathy, service design has been successfully 
used for understanding and scoping the challenges faced by health care providers. Based on 
the experiences from a  very interesting case study (Stickdorn & Schneider 2011, 266-279) 
where Carnegie Mellon University School of Design partnered with University of Pittsburg Med-
ical Center (UPMC) with the goal of improving waiting times, workflow and way finding, it was 
noted that that even though organizations commonly recognize that they have problems with 
their services, the problems can may many times be rather fussy or assumed. The role of ser-
vice design can thereby be to introduce tools and methods to clarify or re-frame the prob-
lems, define them more clearly, prioritize them and then to build creative solution ideas to 
address the identified issues.  What was also learned from this particular case study, was the 
importance of recognizing the design constrains and different priorities along the develop-
ment processes in the health care sector.  
 
Based on the review of different case studies and research reports it can be noted that there 
are some specific characteristics as well as consideration points related utilization of service 
design in health care sector. These include e.g. the highly contextual and procedural nature 
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of health care services as well as specific emotional aspect related to experiences in health 
care domain. All of these offer some interesting focus points as well as possibilities for ser-
vice design projects.  
 
First of all health care services commonly include rather specified processes and steps. Ser-
vice design can e.g. have a crucial role in identifying the different steps and their role in the 
service flow and then in organizing the different touchpoints in way that enables the user to 
reach her goals as effortlessly and pleasantly as possible, as well as to guide the user through 
the process in a clear, smooth and pleasant way without unnecessary problems.  
 
Secondly, even though health care sector is currently very much in the middle of digitaliza-
tion process, health care services are still very much contextual, where the context, the 
physical space and surroundings is very much part of the service experience: either evoking, 
strengthening or soothing the feelings and emotions connected to different health related 
situation and service moments (see e.g. Ideo 2015d, Ideo 2016; Ulrich 1992, Ulrich 2008). As 
noted earlier, service facilities and physical contexts are an important element in both ser-
vice experience formation and in service design as they form the environment where the ex-
perience happens (Ramaswamy 1996; Saffer 2007).  
 
There is an interesting body of research that has been conducted especially on healthcare 
facilities and environments and their role for not only for patient experiences,  but also for 
wellbeing and even health care outcomes. Based on their project experiences LiveWork de-
sign studio has also noticed that the service experience and how the patients rate the service 
quality seems to have has a clear correlations on how they trust the actual treatment. They 
have also noted that issues such as cleanliness, well managed reception areas and information 
materials have even disproportionally big influence on patient experiences (LiveWork 2016). 
 
Ulrich has noted that health care facilities have traditionally focused on functional efficiency 
or risk reduction of disease exposure, and thereby they have been perceived as institutional, 
“hard” and “cold”. However, a clear correlation between health care environments and posi-
tive patient outcomes has been identified, and according to Ulrich, together with a wider 
emphasis on experiences and processes that promote wellbeing instead of purely curing 
health problems, these findings have lead to new perspective that focuses more on the psy-
chological and sociological needs of patients. (Ulrich 1991; Ulrich1992; Ulrich 2000)    
 
In his research Ulrich has very much emphasized the role of patient needs in designing health 
care facilities and solutions, and paying attention to how health facility design can be psycho-
logically supportive and how design choices can either foster of hinder wellbeing.  Several 
contextual or environmental factors have been noted to have a significant influence on pa-
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tients’ wellbeing e.g. social support, light and use of colors, access to food and nature e.g. 
flowers, sky, natural light. On the other poor design and factors such as lack of privacy and 
noise level have been noted to have the opposite effect, resulting e.g. higher anxiety, stress, 
even delirium and higher blood pressures (Ulrich 1991; Ulrich;1992; see also Shumaker & 
Pequegnat 1989). Some of the main environmental elements having influence on patients ex-
periences and health outcomes have been noted to include especially noise, windows versus 
no windows, natural light and sun shine, occupancy of rooms, flooring materials, furniture 
arrangements and other environmental factors such as ventilation, use of music and art (Ul-
rich 2000).    
 
Ulrich has underlined especially the role of stress in health care experiences and how health 
care facility design should focus especially on relieving stress.  He has noted that in many 
health care situations there are actually two sources of stress: the  stress related to patient’s 
medical condition and to the uncertainty associated with it, and secondly stress related to 
physical and social context that can be e.g. noisy, invade privacy and lack social support (Ul-
rich 1991, see also Shumaker & Pequegnat 1989). Health care environments should not them-
selves contain elements that add stress factors, but to facilitate access to features that re-
duce feelings of stress. Ulrich has highlighted especially three core principles to guide the 
supportive health care facility development: fostering user control (including privacy), pro-
moting social support and providing access to positive distractions such as nature. Health care 
facilities commonly include variety of factors that reduce the feeling of control. There are 
commonly challenges related to e.g. way finding, feeling of privacy, and personal control 
over e.g. noise, lightning an temperature. Using the viewpoint of supportive design these is-
sues should be tackled and eliminated.  On the other hand the characteristics and opportuni-
ties in the environment that calm patients, reduce stress, and strengthen coping resources 
and healthful processes should be strengthened. Based on findings from environmental psy-
chology Ulrich has also suggested that wellbeing can be enhanced by moderate degree of pos-
itive stimulation e.g. related to lighting, sounds and colors. Especially natural elements such 
as plants of water have been found to have a profound effect on people’s stress level and 
sense of wellbeing. (Ulrich 1991; Ulrich 1992; Ulrich 2000b.) 
 
In addition to patient experience and wellbeing supportive design emphasizes the role of fa-
cility design on staff experience.  It has been noted that health care facilities have been tra-
ditionally included poor design solutions also from the personnel point of views, e.g. poorly 
designed work stations or lack of adequate areas for free time. It has also been highlighted 
how stress experienced by patients and enforced by poor design influences also the staff 
members. (Ulrich 1991, see also Shumaker & Pequegnat 1989.) 
 
Based on the review, it can also be noted that there are still some specific challenges related 
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to utilization of user centered approach and service design in the public health care sector. 
Even though user centeredness and service design have become very popular concepts in va-
riety of strategy and development documents, it has been noted that the level of user cen-
teredness in actual service development and familiarity with e.g. tools and methods service 
design can offer still vary greatly. For example, based on experiences from Finnish health 
care sector both Tiehaara (2015) and Virtanen et al. all (2011) have noted that even though 
the need and value of user centered approach has been emphasized in the strategic level al-
ready for years, there are wide differences in perceptions as well as especially in concrete 
activities. There are variety of influencing factors, such as economic pressures as well as the 
traditional perceptions related to provision of public health care services that have been seen 
as hinderers of the development and activities in a concrete level. Especially the economic 
pressures are many times seen as emphasizing more effectiveness than the user experience in 
public health care (see also Sangiori et al. 2011). Secondly, public health care has not tradi-
tionally been one of the sectors where the decision power of the customer (patient) has been 
the strongest (Tiehaara, 2015). However, this has been changing dramatically related to e.g. 
privatization of health care services and it seems evident that there is a wide interest for 
turning also the public health care sector to be even more patient centered than it has been. 
It has been noted that both decision makers and professionals in the health care sector could 
benefit from having more practical tools and experiences related to user centered service 
development and service design for executing this turn concretely (see e.g. Jones, 2013).  
 
 
3 Development project: Service design approach for clinic renewal 
 
3.1 Background, context and case organizations 
 
The thesis project was conducted spring 2013, in the context of a larger collaboration be-
tween University of Cape Town (UCT) Lung  Institute1 running the clinic renovation and the 
Design Department and the Cape Peninsula University of Technology (CPUT) where I was as an 
exchange student during that time.   
 
The case clinic is the oldest medical clinic in Cape Town, administered by the City of Cape 
Town and located in culturally historical neighbourhood that is under socio-economic change. 
Special emphasis in the clinic operations is placed on pediatrics, with an extensive program 
                                                  
1 The UCT Lung institute is a registered company owned by the University of Cape Town.It’s 
mission is to address priority health issues in Southern Africa through education, research and 
service. The institute serves public by educational and health promotional activities, and by 
providing several unique clinical and community services.The UCT Lung institute is involved 
with various social outreach and community-centric development initiatives (The University of 
Cape Town Lung Institute 2013). 
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for infants and children.  Another priority area is the implementation of the National Tuber-
culosis Program where patients are both screened and treated for TB. A lot of effort has also 
been put to build a program for antenatal care and providing exemplary maternal healthcare 
in the future. There have also been plans that in the future part of the clinic would serve as a 
special ARV clinic for HIV positive patients (UCT Lung Institute4Community 2013). The goal of 
providing excellent service to these very different customer groups and the need to under-
stand and take into consideration their different requirements had implications both on the 
clinic development process as well as to this thesis project. 
 
The city of Cape Town had for several years been collaborating with UCT Lung Institute with 
the goal of renovating the clinic. Lung Institute had already run and administrated a renova-
tion project focused on a small part of the clinic in 2010. This part of the clinic is separated 
from the rest of the clinic and focuses on the Employee Wellness Programme for City of Cape 
Town employees. Following the 2010 renovation a decision was taken to extend the renova-
tion to involve the entire clinic. UCT Lung institute saw the project as a pilot initiative 
through which they hope to forge a new kind of, sustainable collaboration models with local 
businesses in renovating numerous clinics throughout the city. Through the pilot, UCT Lung 
institute hoped to identify how the nature of collaboration between different stakeholders, 
especially companies and public sector organizations, could be changed or developed for the 
future. (Whale, interview 10.5.2013)  
 
The opportunity for the thesis project was raised when the project manager of the clinic ren-
ovations contacted the CPUT Industrial Design department to discuss possible collaboration 
concerning the renovation and re-design of the clinic. It was perceived that the collaboration 
would fit well in the context of CPUT activities, focusing on design for social innovation 
(CPUT DESIS Lab 2014) and providing the industrial design students interesting project oppor-
tunities. During the initial collaboration discussions it was perceived that it would be good to 
start with a broader, service design approach to enhance a holistic and user centered view in 
the renovation and renewal, and to gather further understanding about the needs, experienc-
es and desires of the users of the clinic (both patients’ and staff members’) before jumping 
into concrete industrial design solutions. During the discussions the planning of the clinic ren-
ovations were already in a rather advanced stage and moving on quickly. The goal was that 
the service design project could feed information and insight both to the already planned 
renovations as well as for the potential further design activities that would be carried on by 
the CPUT industrial design students. 
 
It was also identified that the collaboration could function as a pilot, from which the findings 
and lessons could be used in other contexts as well, and that the larger collaboration con-
nected to utilizing design in renovating and developing clinics around Cape Town could well 
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fit into the Cape Town World Design Capital 2014 programme (Futerman & Whale, discussion 
30.4.2013). The idea was that UCT Lung Institute and CPUT (as well as other stakeholders) 
could in this way gain experiences as well as practical framework (process model, tools and 
methods) that could be utilized also in other, similar development projects with other clinics 
around Cape Town. 
 
 
3.2 The douple diamond model for a service design process 
 
I decided to use the Double Diamond model by UK Design Council as the process model for the 
service design project. The double diamond model was chosen because it offers a simple, but 
goal-oriented and adaptive model that can be used as framework and reference point in con-
crete service design projects. The strength of the double diamond model is also the emphasis 
on the convergent, divergent and iterative nature of design processes.   
 
The double diamond model was created by the UK Design Council in 2005 as a simple, visual 
description of the commonalities in design process that includes both divergent and conver-
gent phases (see Figure 5).  The couple diamond consists of four phases that follow each oth-
er and are named ‘Discover’, ‘Define’, ‘Develop’ and  ‘Deliver’. To put it shortly, the main 
goal of the ‘Discover’ and ‘Define’ phases is to understand and define the actual, right chal-
lenges to be solved and the main goal of the ‘Develop’ and ‘Deliver’ phases is to find the right 
solutions to those identified challenges and then to implement the design solutions.  (UK De-
sign Council 2015.) 
 
 
Figure 5: The Double Diamond model for service design processes (by Design Council 2015) 
 
The  ‘Discover’ phase is focused on framing the context and scope of the design project and 
on identifying and understanding the various possibilities and factors influencing the identi-
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fied challenge area. The activities in this phase focus on conducting research and gathering 
insights to understand the current state, challenges and opportunities, as well as the needs, 
requirements and desires of the current or potential users. (UK Design Council 2015) 
 
The goal of the ‘Define’ phase is to analyse, interpret, review and narrow down the findings 
and make sense of the identified issues, in such ways that a clear design brief can be created 
to frame the design challenge to focus on and to take further to the ‘Develop’ phase. Ques-
tions such as what are the things, challenges or opportunities that matter the most, what to 
focus on, as well as what is perhaps feasible to be tackled are dealt in the ‘Define’ phase. 
(UK Design Council 2015.) 
 
The ‘Develop’ phase is focused on exploring, creating, sketching, validating, testing and iter-
ating different concept and solution ideas. And then, during the final ‘Deliver’ phase the re-
sults of the project (e.g. new products, services, service systems or environments) are final-
ized, produced and launched. (UK Design Council 2015.) 
 
This thesis project can be described with the adapted double diamond visualization in figure 
6. Due to practical reasons and changes related especially to timetables this thesis project 
ended up focusing on only the ‘Discover’ and ‘Define’ phases, touching only briefly the pre-
liminary ideation of the ‘Develop’ phase. The chosen re-design focus areas and development 
ideas were taken forward to the ‘Develop’ and ‘Deliver’ phases by the CPUT design depart-
ment and students, as well as additionally by the clinic project manager as a part of the on-
going renovations.  
 
 
 
Figure 6: Adapted Double Diamond model describing the thesis project and the larger clinic 
renewal and re-design process. 
					May 	 																		May-June 																					June-October																											October	->	
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opportunity	and	focus	areas,	
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Design	drivers	
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In this case the main goal of the ’Discover’ phase was to understand the context of develop-
ment and the experiences, needs,  desires and requirements of the different patient and per-
sonnel groups, as well as to involve the users in the ideation of the renovation and re-design 
solutions. The main objective of the ’Define’ phase was to analyze and report the findings 
from the ’Discovery’ phase in an easy to grasp and clearly communicated format, to provide 
understanding and to build empathy, to support the decision making concerning the main 
challenge and opportunity areas, and to provide concrete directions and support for further 
development. Various methods were utilized both to gather data and to form insight, to in-
volve the users in the process and as well as to analyze and model the findings. The used 
methods, the gained insight and results and how the project proceeded are described next.  
 
 
3.3 Discover phase: conducting research and gathering insight 
 
3.3.1 Kick-off workshop: setting the goals and scope for the project 
 
In the first phase (after the initial discussion) I met with the Project Manager of the renova-
tions in a mini-workshop to discuss in more detail about the goals and practicalities of the 
thesis project, as well as the vision, larger goals and current status of the renovations. The 
main focus of the workshop was on scoping the vision and goals of the service design project, 
discussing the focus and possible limitations, the role of different partners as well as agreeing 
overall on the project practicalities. The research and insight gathering was also started in 
the workshop, by forming a basic understanding of the clinic context, operations and situa-
tion.  
 
I drafted some templates to guide the discussion (see examples in Figure 7). These included a 
sentence completion template for a vision statement of the renovation and re-design, a tem-
plate to define the scope and goals aka the current perception of the re-design challenge ar-
eas in few points, a template to list the potential special consideration points and limitations 
and a template for listing preliminary drivers for re-design. I also created an illustrated floor 
map of the clinic for describing the current plans and ideas. The idea was that the floor map 
was to be updated as the renovation plans proceeded.  
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Figure 7: Templates used in the kick-off workshop. 
 
It was identified that the space is not as user-friendly and appealing as it could be, the goal 
was to more from institutional to warmer feeling. The goal was also to serve the different 
user groups in a sensitive way, considering their special needs, and to facilitate the daily 
work of the personnel and to provide also them user-friendly environment. It was also identi-
fied that the building needs maintenance before it gets too difficult. The project mangered 
envisioned that: “after the renovations, we hope that the clinic will be a space all stake-
holders will be proud of. That it will fulfill its community needs in a sensitive and thoughtful 
way. Plus that it will showcase the vibrant culture of the area in which it is situated.”  
 
Together with the project manager of the renovations we also did a stakeholder mapping ex-
ercise to identify the different actors in the project and their planned role. Stakeholder and 
context maps are a great tool to use when starting service design process. Stakeholder maps 
can be used especially to build understanding about different actors, their connections, roles 
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and interactions. Stakeholder or context map is a visual or physical representation of various 
groups connected to the service or design challenge in question. Stakeholder groups can be 
categorized or combined based on different attributes, roles and motivations. Maps can have 
various different formats, but they should identify the stakeholders, their importance and 
role and relationships with each other. Maps can also include the interests and motivations of 
different stakeholders and to portray how they are connected and how they interact with 
each other’s. Different visualizations can help the mapping and gathering information that is 
not easy to verbalize. Also different artifacts, tools and technologies can be included in the 
map.  Stakeholder maps can be adopted and modified based on the project in question. In 
some cases the whole surrounding service ecosystem can model and visualized to e.g. to iden-
tify the missing elements, problems and opportunity areas. (Koivisto 2011, 55; Stickdorn & 
Schneider 2010, 150-153; Miettinen 2009; 15-18; Moritz 2005, 187-189.) In this case the exer-
cise helped especially to quickly form a picture of the various stakeholder involved.  
 
The filled templates were places on a wall of the project room inside the clinic (see Figure 8) 
also for the personnel and other stakeholders to see, to enhance the transparency of the pro-
ject and to communicate the goal of involving the staff members closely to the process.   
 
 
 
Figure 8: Picture of the filled templates that were placed visible for the staff members and 
other stakeholders to see at the clinic. 
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The workshop helped build a shared understanding of the goals and context as well as of the 
current state and plans related to the larger renovation process. The scope and goals of the 
renovation and re-design were listed to include especially the improvement of the user 
friendliness of the clinic, with a special focus on the patient flow and on the other hand the 
staff working experience and conditions. The identified preliminary drivers for the develop-
ment were user friendliness, safety, dignity for all and enhancement of positive experiences.  
The identified vision, goals and drivers (See Figure 9) for the overall renovation and re-design 
process were used to direct the focus of the service design project and the research phase 
that was to be started immediately. We agreed that the research phase would focus on ana-
lyzing the current user experience of the clinic, both from the patients’ and from the person-
nel’s point of view and identifying needs, opportinuties, focus areas and ideas for develop-
ment. It was also agreed that the goal is to involve the patients and the personnel more 
closely to the renovation and re-design process. Additionally the goal was also to support the 
work of the different stakeholders involved in the renovation and re-design, especially by 
providing insight and understanding about the users, their needs and desires. The illustration 
below (Figure 9.) visualizes the process of how the service design project goals and focus are-
as were defined based on the workshop. 
 
 
Figure 9: Visualization of the project goal and focus area definition based on the workshop.  
 
The kick –off workshop helped also to identify and understand the limitation and constrains 
for the renovations and re-design. These included e.g. the finite amount of funding and the 
fact that the clinic needs to remain operational through the process. Given these, some po-
tential re-shuffle of spaces was not easily executed. It was also emphasized that the security 
issues need to be considered in any possible idea for renewal.  
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3.3.2 Conducting observations 
  
I decided to start the research phase by using observation as a method for gathering both ini-
tial understanding as well as for identifying issues affecting the user experience, by looking at 
the clinic with the eye’s of a user.  
 
Observation is an ethnographical method that happens usually in the real environment of the 
user. The goal is to get close to the user’s world and to be able to see her natural behavior 
and practices in real life surroundings. Through observation the researcher can identify both 
strengths and challenges in the current services as well as to gather understanding about the 
factors and elements related to those challenges. As a method observation is both descriptive 
and interpretative. Observation helps the researcher to immerse herself to the context and 
situations where the services are experienced. Spending time in the service context may help 
the researcher also to spot issues that the users may not be able to recognize by themselves. 
(Hämäläinen, Vilkka & Miettinen 2011, 64, 73; Stickdorn & Schneider 2010, 156-157) 
 
Observation was conducted in a period of two weeks, in the general areas of the clinic as well 
as in the staff areas (except private patient consultations). Specific observation themes were 
listed to guide the focus. These included: 
• Processes and way finding, patient flow and moving around in the clinic 
• Interactions: between patients and staff, with other patients, surrounding, and the 
information provided 
• General surroundings, the space, environment and artifacts related elements affect-
ing user experience 
• General observations on staff and patient actions, their activities and expressions etc. 
 
Variety of issues affecting both the user experience as well the patient flow were identified 
during the observation. The findings related to the user experience were especially connect-
ed to direct sensory experiences (such as the temperature and noise level of the clinic), to 
way finding and the guidance available and to the organization of the physical space and the 
furniture. It became quickly evident the challenges related to way finding and guidance and 
on how the furniture and the very limited spaces were organized were also clearly influential 
regarding the patient flow and how people moved around and behaved at the clinic.   
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Figure 10: Pictures from the observation phase and observation notes. 
 
 
3.3.3 Contextual interviews with the patients and staff members  
 
The second main method that was used was contextual interviews. Along observation, contex-
tual interviews are one of the key ethnographical research methods used in service design. 
Contextual interviews are very effective and flexible method to gather understanding about 
people’s behavior, opinions, thoughts and perceptions. Contextual interviews are conducted 
in the actual environments where the service happens and many times while the interviewees 
perform the actual tasks. Contextual interviewing combines both observation, interviews and 
probing. Contextual interviews can be conducted with different stakeholders, and it’s a great 
method to gain versatile understanding, combining what people say and do. The actual envi-
ronment prompts the discussions and data gathering. It is easier for people to remember and 
discuss issues in the natural environment.  For the researcher it is very beneficial to gain 
more holistic understanding by seeing and understanding the physical and social environment 
and real practices. In contextual interviews it is crucial to create a trusting and comfortable 
feeling for people to share their life and experiences, as well as naturally to document both 
the interview and environments. (Stickdorn & Schneider 2010, 162-165; Moritz 2005, 187) 
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In this case 10 staff members and 13 patients were interviewed in the clinic context. In addi-
tion, more, shorter and more informal discussions were had with both patients and staff 
members on special themes. The interviews and discussions were conducted using contextual 
interview approach, where both patients and staff were interviewed in spaces where they 
could also show the things and areas they were talking about. I used semi-structured inter-
view templates that were modified to the different interviewee groups. The question themes 
were selected based on the project goals and focus areas.  
 
Main questions for the patients focused on gathering understanding on the following themes: 
• What made them come to the clinic in first time, did they have some expectations 
before visiting and did they find the clinic easily 
• When arriving to the clinic, was it easy/clear to know where to go and what to do 
• How did they find clinic and visiting there. What are the best/good things in the clinic 
• How about what would need to be improved or changed 
• How they find the clinic building and the space. How does it feel to be in the clinic 
• How would they describe the clinic to a friend 
• What would they like to renovate, why and how 
• How would they like the clinic to be or look after the renovations 
• At the end of the discussion the patients were given an opportunity to express freely 
any thoughts, ideas or suggestions related to the renovations they may have 
 
The interviews with the staff members included some of the same questions, especially re-
garding their thoughts and feelings related to the space and their needs and wishes for the 
renovation and changes. The interview included also more specific questions regarding their 
the potential challenge areas that affect their work or the patient flow. In addition, the in-
terview included discussions of their personal work content and processes and how the clinic 
facilities support their work. The staff members were also asked about potential feedback the 
patients have provided to them earlier regarding their experiences and the potential devel-
opment areas. Interviews with the personnel and especially with the clinicmanager were also 
crucial for forming an understanding about the different patient types that visit the clinic.  
 
The interviews provided a mass of concrete insight about the thoughts, experiences, needs 
and wishes of both the patient’s and the staff members. Comment’s from the users included 
e.g. the following: 
“This is a good place to come, nice, except the baby area. It is too open and 
cold.” (Female patient, family planning, 30 years old)  
“The personnel are very helpful, but first time that I came here I was a bit 
skeptical because there are tubi patients too. Maybe there could be one area 
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for babies and one for others. There should also be more space for families for 
waiting.” (Female, mother of three small children, 40 years old)  
“The place could use a uplift. There could be a fence to protect the place. And 
a phonebooth. They could improve the privacy, now there is no privacy here.” 
(Male, TB clinic, 50 years old)  
 
The interviews provided understanding about the different user types and their specific needs 
and focus areas. Some of the issues that were highlighted in the interviews were more con-
nected to personal and emotion focused aspects, compared to the findings of the observa-
tions. The interviewees emphasized e.g. the privacy challenges related to the current use of 
space, especially in the waiting areas.  The interviews enforced the understanding that clinic 
visits and health care related service experiences are very personal and associated with vari-
ous challenging feelings and emotions, such as fear, stress, vulnerability, insecurity, even 
shame. Those feelings and emotions can either be enforced or relieved both by human inter-
action as well as by physical surroundings. Foremost they are an important to take into con-
sideration.   
 
The interviews made it also possible to deepen and confirm some the findings from the obser-
vations. One of the main findings was related to understanding the differences in the planned 
processes related to guidance and communication and the actual behavior of many of the pa-
tients, and the affect these differences had to the patient flow and especially to the prepara-
tion/triage area.   
 
 
3.3.4 Questionnaires and other written feedback options 
 
In order to provide the users also alternative or additional means for providing feedback, as 
well as for gathering more data also during the times I did not have the possibility to person-
ally be at the clinic I decided to use also questionnaire based data gathering methods.  Ques-
tionnaire is a common research method, which relies on data gathering in written format. 
Questionnaires are many times used when delicate issues are being researched. The idea is 
that the respondent can both read the questions and write their answers by themselves and 
that the answers remain anonymous to support the feeling of privacy (Vilkka 2015, 94). 
 
In this case both staff members and patients were provided an opportunity to give feedback 
and suggestions anonymously in written format through a very openly structured question-
naires that could be returned to the feedback boxes placed to the waiting hall and to staff 
recreational room.  The questionnaire included only four very informal questions to make giv-
ing feedback as easy and informal as possible.  The questions were: 
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• How could the clinic be made even better? What should be improved changed or  
renovated? 
• Do you have any concrete suggestions for the renovations? 
• What is important to remember or think about during the renovations? 
• Any other thoughts or ideas? 
 
In addition to the short questionnaires, both the staff members and the patients had an op-
portunity to provide feedback and ideas by writing their thoughts to post-its and placing them 
to a floor map of the clinic. These floor maps were placed next to the feedback boxes (see 
Figure 11). The idea was that post-it could be used to connect the feedback to the actual 
physical location that it is related to. The goal was that the floormap and comments written 
by other could prompt both the patients and the personnel members to communicate their 
thoughts and ideas.  
 
 
Figure 11: Picture of the used questionnaires, feedback and idea box and floor map. 
 
The written methods did not prove to be very efficient way in this case to gather feedback 
neither from the patients nor from the staff members. Only few responses were gained and 
none of them actually written to the questionnaire. The feedback that was received was writ-
ten to plain papers, wishing or suggesting very practical things such as soap to the toilet, 
more nurses for the preparation/weighting area, toys and park for the children or a small 
tuck shop to the clinic.  
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3.3.5 Staff workshop 
 
I also organized and held a workshop with the staff members to gain more in-depth insight 
concerning their needs and desires for improvement and re-design, as well as to very con-
cretely involve them in the ideation of the renovations.  
 
User workshops can be described as creative sessions, which combine group discussion with 
various projective tools and techniques to support users to express themselves and to provoke 
latent and tacit knowledge, opinions and experiences. Such tools and techniques can include 
e.g. list making, sentence completion, drawing, building collages such as moodboards or dif-
ferent kind of exercises for mapping, scoring and imagining (Mariampolski 2001, 50-51). 
  
The two-hour workshop in this case included the following themes and exercises: 
• Discussion on the current renovation plans  
• Mapping the thoughts, needs, ideas, hopes and consideration points regarding renova-
tion and re-design needs on both personal working spaces as well as in general areas 
(by using pictures of the clinic) 
• Ideating the personality of the clinic, children play area, development of general, 
waiting areas and utilization of open spaces (by using moodboards) 
• Discussion on preparations for the renovation period 
 
 
Figure 12: Pictures from the workshop organized with the clinic personnel. 
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One method that was adapted especially to fit this case and context, and proved to work very 
well was a kind of environment mappin exercise created based on photos from different 
common areas and rooms in the clinic (see Figure 13). The participants were provided printed 
pictures from the different areas of the clinic, and they could freely choose pictures of the 
areas they felt that need improvement and changes. Different color post-its were used to 
communicate different kind of feedback and ideas, to mark the good things/areas that should 
be preserved, the areas that especially need to be changed or renovated and the concrete 
ideas and suggestions for change. 
 
 
 
Figure 13: Clinic pictures were used to mapping the needs and ideas for development. 
 
The feedback and ideas gathered with the help of the pictures helped to confirm some of the 
previously identified challenges related to both the user experience as well as the patient 
flow, especially in connection to the current layout and organization of the clinic, the waiting 
areas and the preparation/triage area. What was especially useful with the pictures was they 
way they helped the staff members to identify and locate very concrete development areas 
especially in their own work spaces that were not so easily observable as the actual patient 
care situations could not be included in the observations. The staff emphasized issues such as 
challenges with storage solutions, problems with toilets and specimen sample processes.  
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We used also moodboards at the end of the workshop to envision and ideate the personality 
of the clinic (see Figure 14). Moodboards are a great method to visually communicate differ-
ent ideas that may verbally be difficult to explain.  Moodboards are user created collages of 
pictures that visualize their thoughts, hopes, dreams and feelings. Moodboards are especially 
good at communication atmospheres and feelings (Sleeswijk Visser 2009, 34).  
 
 
 
Figure 14: Moodboards created by the personnel members. 
 
Participants were provided different magazines to take visual images from as well as pre-
written adjectives that could be used for inspiration. The participants were also encouraged 
to draw and write freely to papers to describe their thoughts and ideas about their vision of 
the clinic in the future. With the moadboards the participants wanted to focus especially on 
ideating how to improve the children clinic look and feel of the clinic. It became evident that 
many of the participants envisioned the clinic to be both more colorful and to evoke warm 
feelings in the future. The adjectives the staff members attached to their moodboards were 
commonly: colorful, bright, relaxed, nice, happy, fun, playful, comfortable, as well as secure 
and educational.  
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Together we formulated the following vision of the personality of the clinic: “Clinic is both 
welcoming and secure at the same time. The clinic provides patients a comfortable, nice, 
relaxing,  bright and modern surroundings. The clinic has a lot of children patients, to whom 
the clinic provides safe, non-intimidating visit with educational and colorful space. The staff 
have functional and comfortable working spaces as well as a shared staff area that supports 
happiness, where they can relax and take their minds off from their daily work and share 
their experiences.”   
   
 
3.4 Define phase: Analysis and modeling of findings 
 
As described earlier, the project had two main goal areas: one focused on identifying chal-
lenges, needs and opportunities related to user experience and the second one to strengthen-
ing user centeredness, both by enhancing the direct involvement of different user groups in 
the process and by enhancing the user understanding and empathy. Different data analysis 
and modeling methods were used to reach these different goals.  
 
First, the collected data was divided into different themes, and the most common and em-
phasized findings were grouped together to see what kind of themes and patterns emerge,  
especially concering the challenge and opportunity areas. Secondly specific service design 
methods were used both to analyze and model the findings. These methods are described in 
the following.   
 
3.4.1 Creating patient personas and staff member profiles 
 
Based on the conducted research, I created personas and user profiles especially with the 
goal of enhancing the understanding of and empathy towards different patient and staff 
member groups, and their special needs and focus areas. 
 
Personas are fictional descriptions of the different users types (archetypes) that are created 
based on gathered research data. Personas are usually created based on the shared motiva-
tions, needs or goals of a specific user type. Personas describe the behavior, goals and focus 
areas of the user type in question. Personas usually include also personalized characteristics 
that make the persona ”come to alive” to guide the design work, instead of impersonalized 
target group data. They describe a ”character” which stakeholders and designers can relate 
to. Creating personas in a group can also facilitate understanding and discussion on customer 
segments.  Personas are created by identifying patterns, grouping research data (both quali-
tative and quantitative) and then developing a character around it. Also assumption personas 
can be created in the early phases of design process and then to be iterated as the knowledge 
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of the actual users increases. (Stickdorn & Schneider 2010, 178-179; Moritz 2005, 220; Koivis-
to 2011, 59) 
 
First of all the different patient types (see Figure 15) visiting the clinic were identified mainly 
based on interviews with the clinic manager and personnel. The different patient types in-
cluded: 
• Children, from infants to 13 year olds that come to clinic for immunization or due to 
illness 
• Parents bringing their children to the clinic 
• Teenage or adult females, visiting for family planning /contraception  
• Males and female patients visiting for testing or treatment related to HIV, STI’s or 
tuberculosis 
 
It was also noted that future plans of new service areas for the clinic will have implications 
also for both of the patient groups, resulting with user types. One of the main challenges of 
the clinic is that it serves very diverse patient groups, which have rather different needs.   
 
 
 
Figure 15: Illustration on how different patient types were first identified for the basis of per-
sona creation.  
 
Based on this preliminary categorizations and the conducted patient interviews it was possi-
ble to identify different patient profiles that have different, specific needs, experiences and 
focus areas related to the clinic.  All together six main patient profiles were identified and 
described as personas: a small children patient, her mother who has also other small children, 
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a teenager coming for contraception, a HIV positive mother, a male patient with tuberculosis 
and a female patient suspecting that she may have caught tuberculosis. 
 
The created persona descriptions (see example in Figure 16) included a description of the pa-
tient profile and her or his background, reason and goals relates to visiting the clinic, previ-
ous habits related to the clinic visits, main thoughts and experiences with the clinic and a 
description of the issues that the persona finds especially important regarding the clinic.  
 
 
 
 
Figure 16: Examples of a patient persona descriptions. 
Pa#ent	proﬁles	
Samira’s	mom	Sipho	is	32	years,	and	originally	from	
Botswana.	In	addi#on	to	Samira	she	has	a	6	year	old	
boy	and	7	month	old	twins.	She	has	come	to	the	clinic	
for	7	years,	both	for	family	planning	and	with	her	
kids.		
	
She	thinks	clinic	is	clean	and	the	nurses	are	kind,	even	
though	she	some#mes	has	had	a	bit	of	diﬃcul#es	
understanding	them,	especially	in	the	beginning.		She	
has	been	a	bit	concerned	about	the	fact	that	there	
are	TB		pa#ents	at	the	same	clinic	as	her	small	kids.	
She	also	ﬁnds	it	diﬃcult	to	visit	the	clinic	now	with	
the	babies,	as	the	wai#ng	area	is	very	small	and	there	
is	no	place	to	change	or	dress	the	babies.	In	very	cold	
days	she	does	not	want	to	go	to	clinic	at	all	as	it	is	
very	cold.	
	
	
Important	things	for	Sipho:	Safety,	
warmth,	space	to	wait	with	her	kids	and	
take	care	of	their	needs,	general	
cleaniness	of	the	clinic.					
Sipho	
Pa#ent	proﬁles	
Cynthia	is	a	13	year	old	school	girl	who	
heard	from	her	friends	that	Chapel	
street	clinic	is	a	nice	place	to	visit	and	
get	birth	contracep#on.	
	
As	she	has	already	been	sexually	
ac#ve,	she	is	also	afraid	that	she	might	
have	caught	a	STI	or	HIV.	She	is	not	
really	sure	how	you	can	get	them.		
	
She	feels	that	the	nurses	in	the	clinic	
are	very	nice,	but	she	feels	shy	and	
ashamed	to	tell	her	why	she	came.	
Especially	as	she	needs	to	do	that	in	
the	prepara#on	area	where	there	are	
other	people	that	may	hear	her.			
	
Important	things	for	Cynthia:	
Privacy,	informa#on,	friendly	
treatment.	
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In this case the users of the clinic consist of both patients and staff members. Staff members 
have dual role as both service providers as well as users of the clinic and beneficiaries of the 
re-design and renovation process.  The clinic staff members were profiled based on their job 
descriptions and main tasks (see examples of a personnel profiles in Figure 17).  
 
 
 
 
 
Figure 17: Examples of a created personnel profile. 
Personnel	proﬁles	
Assistant	nurse	
Works	mainly	in	the	prepara3on/baby	
weigh3ng/triage	area,	no	personal	
room.	Works	also	a	lot	at	the	
recep3on	oﬃce.		
	
Has	very	important	role	in	the	pa3ent	
ﬂow	and	interac3on.	She	collects	the	
pa3ent	folders	from	recep3on,	
assesses	and	prepares	pa3ents	(by	
asking	about	their	reason	for	visi3ng,	
weigh3ng,	poten3ally	measuring	
temperature	etc.)	and	aEer	
assessment	and	prepara3on	instructs	
them	forward	and	delivers	the	ﬁlled	
folder	to	sisters’	baskets.	She	also	ﬁles	
the	informa3on	on	computer	
aEerwards.	She	sees	various	type	of	
pa3ents,	but	her	work	does	not	entail	
actual	tes3ng	or	treatment.	
	
	
Personnel	proﬁles	
Counsellor	
She	is	emploeyd	by	a	NGO.	
Works	in	a	personal	
councelling	room	which	is	
very	small.		Her	work	entails	
mainly	tes@ng	(also	
pregnancy	tests)	and	
counselling	(no	treatment).	
She	sees	various	type	of	
pa@ents	(with	STIs,	HIV,	TB)	
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All together 11 different personnel profiles were identified and described (in addition two 
visiting staff profiles). The goal with the personnel profiles was to support the understanding 
of the different roels and main activities the different staff members have in the clinic. The 
profiles of different members were also connected to different physical areas of the clinic the 
as well as to their role in the patient flow. 
 
 
3.4.2 Visualizing user journeys  
 
The research phase re-enforced the understanding that the user experience of the clinic is 
created and affected by variety of different touchpoints and factors along the service jour-
ney, from arriving to the clinic throughout the moment and process of leaving (see Figure 18).  
The patients are in contact not only with the personnels, but also closely with the space and 
building, with different physical objects and with different processes and practices.  
 
 
 
 
Figure 18: Summary of various phases, service moments and touchpoints affecting the user 
experience before, during and after clinic visit. 
 
I used a visual user journey mapping to analyze and describe how the customers experience 
the different steps along the journey of visiting the clinic.  Journey maps (or sometimes re-
ferred as experience maps) aim to provide vivid representations or visualizations, engaging 
stories of the users experience, by describing the service contact points, interactions and 
emotions.  The basic idea behind journey mapping is that service experiences consists of vari-
ous service moments, periods and touchpoints that follow each other. Together these formu-
late customer journeys,  a ”whole service entity” providing or offering value to the custom-
ers. Customer journey describes what the users sees and experiences in different phases of 
the process, including the interactions before and after the actual service encounter. Cus-
tomer journeys, different elements and touchpoint can help both understanding, analysis and 
development of the service process, to identify problems and opportunities, as well as critical  
Before	
coming	to	
clinic	
Arriving	to	
clinic	 In	the	clinic	 Leaving		
Finding	out/
informa/on	
about	the	
clinic	
Environment	and	
space:	visuals,	sounds,	
air,	temperature,	
lightning	
Surroundings	
outside	of	the	
clinic	
People	and	
interac/ons	
Finding	the	
clinic	
Surroundings		
outside	of	the	
clinic	
Processes:	privacy,	
clarity	and	feeling	
of	control:	what	to	
do	where	to	go,	
how	long	it	takes	
Service	
outcome,	
results,	
treatment	
Objects,	furniture	
and	artefacts	
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development areas. Customer journeys can be created to both describe existing and as well 
as for concepting new services.  (Koivisto 2011, 49-50, 55: Miettinen 2009, 15; Mager 2009) 
 
Building a customer journey map starts with identifying touchpoints in different service phas-
es. Insights about touchpoints can be gained directly from the user or e.g. based on inter-
views. The entire experience should then be visualized by connecting the touchpoints. Jour-
neys can also be constructed based on a persona to make it more lively or personalized e.g. 
with photos. The idea of user journeys is to provide a structured visualization or engaging sto-
ry of user’s experience (Stickdorn & Schneider 2010, 158-161). Customer journeys involve also 
”moments of truth”, especially important touch points. Visual user journey map can be highly 
valuable tool for the identification the crucial elements affecting the user experience (Koivis-
to 2011, 49-56).  
 
In this case the user journeys and experiences were described visually with a help of photos 
from the different areas of the clinic (see Figure 19). The visual journey was created so that 
the reader can step into the patient’s or visitor’s shoes and visually to see what the patient or 
staff member is seeing from entering the building, going through the typical flow and all the 
way until leaving. The visual journey was also used to communicate the identified challenge 
areas related to user experience and user-friendliness of the clinic, in a vivid and highly visual 
way. The visual journey description was especially useful for concretely describing the chal-
lenges related to issues such as guidance and way finding, lack of privacy and waiting areas.  
 
 
Visual	pa)ent	journey	
Ge2ng	in	
Recep)on	has	no	
sign.	
	
There	are	seldomly	queues	
to	recep)on,	but	there	is	a	
bench	next	to	it.	Aﬀects	
privacy	on	the	counter.	
Recep)on	is	rather	dark,	not	very	
welcoming.	Again	there	are	a	lot	of	
posters	and	papers,	but	it	is	diﬃcult	to	
dis)nguish	if	there	is	something	
important.	There	are	no	instruc)ons	
on	what	to	do.	
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Figure 19: Examples of the created visual user journey descriptions. 
 
 
3.4.3 Service blueprinting and mapping current patient flows   
 
In order to understand and analyze the patient flow, to identify potential bottlenecks sand 
challenges, user experience issues and development areas two supplementing methods were 
used to analyze the findings from interviews and observations: service blueprinting and pa-
tient flow mapping.    
 
Service blueprinting is a process analysis method for visually describing service systems, origi-
nally developed by Shostack (1984).  It is a method of describing and analyzing each step and 
element of a service experience and it’s production. Blueprints are usually visual portrays of 
involving the perspectives of the user, service provider and other relevant actors. They de-
scribe both the user actions, contact points as well as the behind the scenes activities.  A ser-
vice blueprint is essentially a flow chart that depicts every activity and step in the service-
delivery process. Service blueprinting is a especially helpful method for simplifying and speci-
fying the service processes and interactions between people and other service elements in 
different touchpoints and service phases, as well as for identifying moments of truth, critical 
incidents, bottlenecks and pain points that are critical for the user experience. Service blue-
print document involves usually four or five ”stacks”. Physical evidences, user actions, front 
stage and back stage activities. Blueprint also includes lines of interaction and visibility. Ser-
vice blueprint helps to identify both crucial and overlapping areas along the service journeys. 
Visual	pa)ent	journey	
If	si3ng	in	the	corridor	you	
can	here	the	discussions	
between	assistant	nurse	and	
pa)ents,	who	need	to	discuss	
their	private	issues.	
	
It’s	diﬃcult	to	hear	when	
assistant	nurse	is	calling	pa)ents.	
Pa)ents	keep	moving	around	the	
clinic.		Some	try	to	go	to	sit	closer	
to	prepara)on	area.		
Pa)ents	get	weighted	and	
assessed	in	a	open	area.	Also	
the	door	to	recep)on	is	open.	
Prepara)on	area	
Baby	changing	area	is	very	cold	
and	small.	Furniture	not	
op)mal	for	usage.	
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It also helps to co-ordinate different service productions elements.  Blueprints are also a 
great tool to communicate service processes and the various interrelated aspects to different 
stakeholders. (Stickdorn & Schneider 2010, 204-207; Miettinen 2009, 17; Bitner, Ostrom, & 
Morgan, 2008.) 
 
In this case the blueprinting supported especially the patient flow understanding and analysis 
by offering a tool for combining the patient and personnel activities as well as the physical 
spaces in different steps related to the visit (see Figure 20). As a visual analysis tool, blue-
printing made the different steps, space and their relations visible and easier to grasp.  
 
 
 
 
Figure 20: Picture of a created service blueprint. 
 
Secondly, the identified patient flows were modeled and visualized on top of the floor map of 
the clinic describing how the patients commonly move around the clinic and to mark the main 
challenge and bottleneck areas (See Figure 21). Based on the information gathered the tuber-
culosis patients’ journey differed from the journeys of the other patients groups substantial-
ly, and thereby those two flows were described and analyzed separately.  
Current	pa*ent	journey	blueprint	
Finding	the	
clinic	and	
ge6ng	in	
Visi*ng	recep*on:	Giving	
a	pa*ent	card	or	
personal	informa*on	if	
don’t	have	a		card.	
Telling	the		reason	for	
visi*ng	
Wai*ng	in	the	
big	wai*ng	hall	
Going	to	get	
weighted	and	
assessed.	Telling	
assistant	nurse	the	
reason	for	visi*ng	
Wai*ng	in	a	
small	wai*ng	
area	
Many	pa*ents	come	
for	various	reasons,	
need	to	see	both	
sister	and	counsellor	
	
General:	Children,	family	planning,	tes*ng,	counselling	
Ge6ng	the	card	
back	and	going	
home	or	to	
referred	place	
New	pa*ent	-	Personal	
informa*on	is	ﬁled	to	
computer	records	and	and	
a	folder	is	created	and	
numbered	
Old	pa*ent	–	pa*ent	
folder	is	taken	from	the	
cabin,	ﬁlled	with	needed	
papers	based	on	the	
reason	for	visi*ng		and	
given	a	number	
Assistant	
nurse	goes	to	
get		pa*ent	
folder	and	
checks	it	
Assistant	nurse	
calling		for	the	
assessment	by	
name	
Assistant	nurse	
weighs	and	
assesses	the	
pa*ent		
Assistant	nurse	ﬁlls	
the	pa*ent	folder	
and	delivers	it	to	
nurse’s/
counsellor’s	
baskets	
Sisters	collect	folders	
from	baskets	based	on	
number	and	see	the	
pa*ents	(tes*ng/
treatment)	
Sisters	will	return	
the	pa*ent	
folders	to	
recep*on	or	
assistant	nurse	
goes	to	get	
them.		
	
Recep*onist	and	
assistant	nurse	
ﬁle	the	pa*ent	
informa*on	to	
computer	and	
return	the	ﬁle	to	
cabin.		
Going	to	
provide	a	test	
sample	
Test	samples	are	
processed	or	
placed	to	cabin	
in	wai*ng	area	
for	sending	to	a	
laboratory		
Seeing	nurse/
counsellor.	Telling	
what’s	wrong.		
Ge6ng	tested/
treated/vaccinated	
Recep*on	desk	
Pa*ent	card	
Informa*on	
paper		
Assistant	nurse	
assessing	and	
weigh*ng		
Big	wai*ng	hall		
Toilets	
Combined	baby	
weigh*ng/triage	
area		
Recep*onist	
taking	the	
pa*ent	
informa*on	
Small	wai*ng	
area	and	
corridors	
Consulta*on	
rooms	
Toilet		
Tes*ng	
devices/cups	
Sister,	nurse	
counsellor	calling	
by	name		
Sister,	nurse	or	
councellor	taking	
the	sample	
Pa*ent	ac*vi*es	
Direct	interac*on	
Physical	space	
and	evidence	
Line	of	interac*on	
Line	of	visibility	
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Figure 21: Pictures of the patient flow visualizations with identified main challenge areas. 
 
Various challenge areas related to patient flow and experience were identified and made vis-
ible with the help of flow analysis and blueprinting. Challenges were especially related to 
privacy issues, lack of instructions and guidance and to the fact that the rather limited, open 
No	instruc+ons	
and	pa+ents	don’t	
prefer	to	tell	the	
reason	for	visi+ng	
at	recep+on	
Diﬃcul+es	with	
hearing	when	a	
pa+ent	is	called.	
Moving	to	corridor	
causes	issues	with	
privacy		
No	privacy	in	
the	prepara+on	
area	
Small	wai+ng	
areas	make	people	
to	go	to	the	TB	
reserved	area	
Children,	family	planning,	
tes3ng,	councelling	
No	instruc+ons,	
people	are	not	
aware	that	they	
should	go	directly	
to	TB	area	
Pa+ents	need	to	
walk	through	the	
clinic	to	get	
outside	to	provide	
a	test	sample	
Lack	of	privacy,	
in	small,	shared	
spaces		
Councellor	is	
located	in	the	
other	part	of	the	
clinic	
TB	pa&ents	
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space is shared between very different patient groups. In the clinic TB patients and other pa-
tients share same spaces, also with small children. All the patients need to share the same 
toilets too. This resulted both to real concerns related to possible contamination, as well as 
more psychological issues related to both fears and stigmatizing. The sharing of space has also 
implications on practical sensory experiences such as coldness, as all windows were kept 
open. 
 
 
4 Results  
 
The thesis project had two main goals (see Figure 22). The first goal was to identify the chal-
lenge and opportunity areas that were important related to the development of the user ex-
perience. And the second main goal of was to strengthen the user centeredness of the reno-
vations and renewal of the clinic. Several previously described methods were used both to 
reach these goals as well as to communicate the results to the main stakeholders involved in 
the process. The results of the thesis project are summarized in the next chapters.  
  
 
 
Figure 22: Summary of the project goals and results. 
 
 
4.1 Identified challenge, opportunity and focus areas 
 
The core goal of the project was to identify the main challenges, needs, opportunities and 
focus areas related to the development of user experience of the clinic. During the research 
it was identified and strongly emphasized that the clinic has also various strengths which 
makes the user experience generally very good compared to other similar public clinics. The-
Clinic renovation vision 
and goals
Enhancing the user 
centeredness
Development of user 
experience 
Service design 
approach goals
Results and 
methods utilized
•  Analyzing and communicating the current 
experiences with the help of visualized 
user journeys and user flow maps
•  Identifying challenges and opportunity 
areas, needs and issues for development
•  Providing design drivers as well as ideas 
and suggestions for development based 
on the insight
•  Providing insight to build understanding 
and empathy, especially by creating user 
profiles and user journey visualizations
•  Strengthening the direct involvement of 
diﬀerent user groups in the process by 
providing various opportunities to express 
thoughts, needs, ideas and desires 
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se included issues such as the location and history of the clinic as well as the personnel and 
culture of the clinic. It was also noted that some of the strengths could be further enforced 
to improve the user experience even further.  
 
On the other hand, there were also clearly identified challenges that affected negatively to 
the user experience. Based on the analysis the identified main challenges and improvement 
areas were grouped thematically to the following areas: 
• User experience and user-friendliness from the patient perspective: sensory ele-
ments related to coldness and noise level, problems with toilets, small waiting areas 
and sitting places and lack of children clinic elements. 
• Experience issues related especially to the patient flow: lack of quidance and clari-
ty related to the process and way finding, which affects also the effectiveness of the 
flow, privacy issues, size and location of the waiting areas and specific challenges re-
lated to preparation/triage area and the TB treatment area.   
• Staffs work conditions and facilities: Heating and lack of warm water, storage solu-
tions, staff room, and several concrete challenges related to workspaces, e.g. the 
furniture and the way they are placed. 
• Additional special challenges were identified in relation to TB patients and children 
sharing the same space, especially the waiting areas, as well as related to the 
planned new service areas with new patient groups. 
  
The analyzed strengths and challenge areas where then turned into list of more focused re-
design opportunity areas, in which the core challenges were described more closely and taken 
a one step further (see Figure 23), including suggestive ”how could we…” questions and some 
preliminary ideas based on the gathered user insight. The goal was to turn the identified is-
sues into concrete re-design opportunity areas that could be selected to be taken forward by 
the CPUT students or to be considered in the ongoing renovations. The guestions related to 
these identified areas included e.g. the following:  “How could the clarity of processes and 
way finding be enhanced with re-design and renovation solutions? How could especially the 
privacy be improved? Could the situation be improved by changing practices?” or “How could 
the big waiting area be utilized in more effective, better way? Could the open spaces be tak-
en into use, turned into waiting areas/kids areas/baby changing areas?  
 53 
 
 
 
 
Figure 23: Example of a closer description of the challenges related to the storage solution 
re-desing opportunity area.  
 
The listed re-design opportunity areas were: 
• “TB clinic” area re-design  
• Preparation/triage area re-design  
• Small waiting areas and lack of sitting places 
• Privacy challenges in the patient flow 
• Guidance, way finding and information provided 
Re-design	opportunity	
area:	Storage	solu4ons	
Record	shelves	in	the		recep4on	
oﬃce	are	already	being	renewed.		
But	the	recep4on	area	storage	solu4ons	
would	need	more	comprehensive	re-
design.	
Re-design	opportunity	
area:	Storage	solu4ons	
Storage	solu4ons	in	consult	rooms	need	
development:	Shelves,	cabins,	bigger	
informa4on	boards	
	If	the	white	cabin	in		wai4ng	area	is	removed,	
there	needs	to	be	a	new	place	for	folders	and	
linen.	Folder	system	can	also	be	re-designed,	
executed	diﬀerently.	There	is	no	need	for	
own	boxes	for	all	sisters.	Also	the	placement	
could	be	re-considered	
 54 
 
• Improving the children clinic look and experience  
• Improving the storage solutions, including specimen equipment 
• Improving the staff working areas 
• Improving sensory user-experience elements (coldness, noise level, natural lightning)  
• Reflecting the history and great spirit of the clinic more evidently  
 
From the identified re-design opportunity areas the following challenges were chosen as the 
focus areas to be taken further by the CPUT design students: 
• Storage solutions  
• Preparation/triage area 
• Testing, specimen processes and equipment 
• Guidance, way finding and information display solutions 
 
The selection of the re-design focus areas was heavily influences both the personal interest of 
the students as well as the focus and expertize of the design department. Also the potential 
for utilizing the solutions in other clinics was taken into consideration.  
 
During the project the gained insights were also constantly communicated and discussed with 
the project manager of the renovations in informal meetings and phone discussions. Thereby 
in addition to the selected re-design focus areas many of the challenge and opportunity areas 
were taken into consideration already within the ongoing renovations during the research 
phase as described in the illustration below (Figure 24).  
 
 
 
Figure 24: Illustration on the process of identifying the needs and ideas for development and 
how they were taken forward. 
 
During the renovations the clinic space was e.g. divided more clearly into sections for chil-
dren and families and for the TB clinic by adding new walls. These renovations and re-
structuring of the space had impact also e.g. to the noise and acoustics as well as for the 
temperature of the clinic. The children clinic look and feel was enhanced e.g. by new colorful 
murals. And the history of the clinic was brought more visible by creating a small photo exhi-
Vision	and	goals	deﬁned	by	
the	project	manager	of	the	
renova8ons		
Iden8ﬁed	main	challenges	
and	improvement	areas	
based	on	the	research	
Decision	on	the	re-design	
focus	area	
Development	ideas	raised	
by	the	users	
Re-design	
opportunity	areas	
Insight	to	the	ongoing	
renova8on	process	
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bition to the hall of the clinic. The improvement of the staff working areas was also one of 
the focus areas of the actual renovations.    
 
 
4.2 Design drivers to give direction to renovation and re-design work 
 
In addition to identifying the core areas for development and re-design the other way of 
providing concrete direction for the further work were the created design drivers. Design 
drivers can be described as the main principles that guide the design process, formulated es-
pecially based on customer insight and other research findings. Through design drivers the 
needs, goals and opportunities identified by insight gathering methods are formulated into 
concrete goals and priorities and brought into the center of design. Well-chosen and evaluat-
ed design drivers can help designers to build strong concepts that include and answer directly 
the main user needs and goals. Design drivers should be defined in short, descriptive way in 
couple of words (e.g. ”the service should be highly accessible and inclusive”). Design drivers 
are especially good tool to communicate research finding to designers and developers in a 
short but guiding manner. (Mattelmäki & Vaajakallio 2011, 97; Tuulaniemi 2011, 156) 
 
In this project the following design drivers were defined, based on the kick-off workshop or-
ganized in the beginning and on the conducted research.  
1. Dignity for all. The re-design solutions need to be non-discriminating and respect the 
needs of different patient groups. 
2. User-friendliness. The re-design solutions should take into consideration the emo-
tional experiences, improve the logical patient flow and to be optimal for staff 
treatment processes. 
3. Appeal. The re-design solutions should be visually appealing, evoking especially warm 
feelings. 
4. Safety. The re-design solutions need to support the safety of the clinic, both inside 
and outside. 
5. Privacy. The re-design solutions should improve the privacy of the clinic customers. 
6. Clarity. The re-design solutions should enhance the clarity of processes especially by 
improving the guidance and feeling of user control.  
7. Sustainability/maintenance. The re-design solutions should take into consideration 
the need for maintenance and support sustainability.  
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4.3 Providing a design booklet to build understanding and empathy  
 
The second main goal of the thesis project was to improve the user centeredness of the reno-
vations both by involving the users (both patients and the personnel) in the actual process 
and renewal, and by enhancing the user understanding and empathy. Some of the activities 
described earlier that focused on involving the users in the process and providing them differ-
ent opportunities to participate and to express their thoughts and feelings can be considered 
as part of the results as such.  
 
The other part of enhancing the user centeredness was focused on building  understanding 
and empathy. This was done mainly be collecting the gained insight into a design booklet that 
was provided to the Project Manager from the UCT Lung Institute, to the CPUT Design De-
partment contact person and to the industrial design students that were to take the re-design 
work further. Especially the persona descriptions and personnel profiles, as well as the the 
visual user journeys were aimed to support the building of understanding and empathy.  The 
design booklet included also an introductory chapter to describe the background and the con-
text of the renovations, the vision and goals for the renovation and re-design that were iden-
tified in the beginning, results form the staff workshop, the description of the identified main 
challenges and re-design opportunity areas, design drivers as well as some preliminary sugges-
tions and ideas for further work. Also the process and research methods used were summa-
rized in the appendix, with links to further reading and case examples for inspiration.  
 
The design booklet formed a basis, a brief, for the re-design projects to be carried out by the 
CPUT industrial design students.The content of the booklet were shared with the industrial 
design students also in a face to face meeting to ensure that the information and insights 
gathered so far were distributed forward. The students also visited the clinic before the 
knowledge sharing to gain a personal touch to the context.  
 
 
5 Conclusions 
 
Overall it can be said that the objectives set for design research and service design project 
were reached. Issues regarding the user experience and user friendliness of the clinic were 
analyzed, both from the patient’s and personnel’s point of view. Challenge and opportunity 
areas were identified, together with ideas for improvement. Special bottlenecks and problem 
areas from the point of view of the patient flow were also identified. User centeredness was 
enhanced both by improving the user understanding and by providing tools to build empathy 
as well as by involving both the patients and clinic staff members more closely in the renova-
tion and re-design process, and by proving them different channels to express their thoughts, 
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needs and ideas. Including the service design approach enhanced also the general communi-
cation concerning the renovations, making both the patients and the staff members more 
aware of the plans.  
 
In addition, based on the project, UCT Lung Institute and CPUT Design department made a 
joint proposal for the clinic re-design collaboration to be included in the Cape Town World 
Design Capital 2014 programme, and it was accepted as one of the officially recognized pro-
jects (World Design Capital Cape Town Projects 2014). 
 
During the project variety of different service design methods and tools were used both the 
to strengthen the user centeredness and to identify the issues related to the user experince, 
to gather insight and ideas as well to analyse and communicate the findings. Some of the 
methods and tools worked very well in this case, where as some did not prove to be so useful 
or feasible in this context.  From the insight gathering methods the observation and contex-
tual interviews both had their benefits and when combined, they provided both a versatile set 
of findings as well as deep insight, also regarding the different feelings and emotions related 
to clinic experiences.   
 
Also the staff workshop proved to be very functional method for both gathering feedback and 
further understanding about the different thoughts, needs and feelings related to the renova-
tions as well as especially for generating new ideas. The strength of the workshop method is 
the power of collaboration. Discussion and hearing thoughts from others, feeds more thoughts 
and ideas. The workshopping method proved to be also a very good method for enhancing the 
involvement of the personnel in the process.  
 
On the other hand, as it was anticipated already in the beginning, the questionnaires and 
other written feedback options did not prove to be very feasible in this context. It was point-
ed out already in the beginning that the level of English language use as well as the level of 
literacy varies greatly among the patients. It became evident that face to face discussion is 
the preferred way of communicating.  
 
From the methods used for analysis, modelling and communicating the insights, persona de-
scriptions and the visual user journeys were perhaps as most fruitful in this context, as they 
offered a very concrete, yet easy to grasp way to communicate the various user types and the 
issues important to them, as well as a visual methods to describe the different steps of the 
experience of being at the clinic. User journey visualization together with the patient flow 
analysis on top of the clinic map seemed also as feasible methods for locating and communi-
cating concretely the pain points and main challenge areas related to the actual physical are-
as they were connected to. In this case blueprinting was useful for me personally to form a 
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picture about the main activities and processes and how they affect e.g. the patient flow and 
the organization and use of space. However, as a tool for communicating the experiences and 
challenge areas the visual journey descriptions and the clinic maps seemed more tangible. 
 
Based on the conducted study, it can be concluded that service design can offer a valuable, 
concrete framework for user centered development also in the context of renovating and re-
designing health care facilities. Design research methods and service design approach can 
help to identify the variety of elements and factors relevant to the clinic experience and 
their connections with each other. Strengths of the service design approach include both the 
emphasis on a holistic viewpoint as well as offering practical tools and methods for gathering 
understanding and for involving the users in ideating and developing places and spaces that fit 
their needs, goals and desires. Service design approach and methods provide also tools for 
building empathy towards the users among different stakeholders included in renovations. 
Especially the service design methods such as persona creation and customer journey visuali-
zations that make the users and their experiences visible and tangible, can substantially build 
understanding and empathy, by helping the designers and other stakeholders to see the issues 
from the user’s point of view.  
 
From more personal and service design process related perspective there were some practi-
cal, time schedule limitations that affected the thesis project. At the beginning it was 
planned the thesis project would include also at least some activities of the ‘Develop’ and 
‘Deliver’ phases. However, the project timetables and practicalities especially concerning my 
personal return to Finland and the negotiations with different stakeholders and organizations 
did not allow us to follow the initial plan. The fuller process would have allowed me to partic-
ipate in the actual ideation and concepting of the solutions to address the main development 
areas as well as in prototyping, testing, feedback gathering and iteration of the solutions. 
Thereby I would have been able to gain experience on the entire service design process in this 
context, where as now I was only able to briefly touch the area of conceptual re-design by 
identifying core development areas, design drivers and ideas to direct the further steps.  
 
In some extent such challenges and changes with timetables, limited and uncertain resources 
and uncertainty in general, concerning the actual development steps, progress and imple-
mentation of identified development areas is something a service designer can come across 
quite often in projects.  In many cases companies and organizations can hire a service design-
er or design researcher to conduct a research to identify challenges and development needs 
or to provide insight to problems they have encountered (e.g. with declining customer satis-
faction), without an actual plan or commitment for the concrete development or de-design. 
Thereby service designer has to be prepared to accept that it may take time before things 
move to the actually development or delivery phase or that things are not taken forward at 
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all. The double diamond model as such actually identifies and highlights such realities with 
briefing and review stages. Those are important stages in service design projects in which the 
stakeholders analyze the current situation, knowledge and results gained together with the 
goals set and the resources available, and as a summary decide whether to proceed and how 
or whether to reconsider, hold or stop the project. 
 
As a personal reflection it can be concluded that this thesis study provided a very interesting 
learning experience, with many practical lessons both regards on possibilities and benefits of 
service design approach in such context as well a on different challenges that can be encoun-
tered during such processes.  
  
  
 60 
 
 
References 
 
Alam, I. 2002. An Exploratory Investigation of User Involvement in New Service Development. 
Journal of Academy of Marketing Science. Vol. 30, No. 3, 250-261 
 
Alam, I. and Perry, C. 2002. A Customer Oriented New service Development Process. Journal 
of Service Marketing. Vol. 16, No. 6, 515-534 
 
Berry, L.L., Carbone, L.P. and Haeckel, S.H. 2002. Managing the total customer experience. 
MIT Sloan Management Review, Vol. 43, No. 3, 85-89. 
 
Berry, L.L., Wall, E.A. and Carbone, L.P. 2006. Service clues and customer assessment of the 
service experience: lessons from marketing. Academy of Management Perspectives, Vol. 20 
No. 2, 43-57. 
 
Bettencourt, L. 2010. Service innovation: How to go from customer needs to breakthrough 
services. McGraw-Hill.  
  
Bitner, M., Ostrom, A. & Morgan, F. 2008. Service Blueprinting. A Practical Technique for Ser-
vice Innovation.  
 
Brown, T. 2008. Design thinking. Harvard Business Review. June 2008 
Brown, T. & Wyatt, J. 2010. Design Thinking for Social Innovation. Stanford Social Innovation 
Review. Winter 2010.  
Edvardsson, B. Gustafsson A., Kristensson P. & Witell L. 2010. Service Innovation and Custom-
er Co-developmen. In Handbook of Service Science / ed. Paul P. Maglio, Cheryl A. 
Kieliszewski, James C. Spohrer. Springer. 
 
Fitzsimmons, J. & Fitzsimmons, M. 2000. New service development, creating memorable 
experiences. Sage Publications. 
 
Fulton Suri, J. 2008. Informing our intuition: design research for radical innovation. Rotman 
Magazine. Winter 2008. 
 
Fulton Suri, J. 2003. Emphatic design: Informed and inspired by other people’s experience. In 
Koskinen, I., Battarbee, K., Mattelmäki, T. 2003. Emphatic design. User experience in product 
design. IT Press. 
 
Grönroos, C. 2009. Palveluiden johtaminen ja markkinointi. Juva. WS Bookwell Oy. 
 
Grönroos, C. 2006. Adopting a Service Logic for Marketing. Marketing Theory, Vol. 6, No 3, 
317-333. 
 
Grönroos, C. 2008. Service logic revisited: Who creates value? And who co-creates? European  
Business Review, Vol. 20, No 4, 298-314.  
 
Grönroos, C. 2001. A service quality model and its marketing implications. European journal 
of marketing. Vol. 18, No 4, 36-44.   
 
Gummesson, E. 2008. Extending the service-dominant logic: From customer centricity to bal-
anced centricity. Journal of the Academy of Marketing Science, vol. 36, number 1, pp 15.  
Gummesson, E. 2007. Exit Services Marketing – Enter Services Marketing. The Journal of Cus-
 61 
 
tomer Behavior. Vol. 6, No. 2,113-141 
 
Hanington, B. 2003. Methods in making: A perspective on a state of human research in Design. 
Massachusetts Institute of Technology. Design Issues. Vol. 19, Number 4.  
Heapy J. 2011. Creating Value Beyond the Product through Services. Design Management Re-
view, Vol.22, Issue 4, 39.  
Heinonen, K., Strandvik, T., Mickelsson, K-J, Edvardsson, B., Sundström, E. and Andersson P. 
2010. A Customer Dominant Logic of Service. Journal of Service Management. Vol 21, No 4, 
531- 548.  
Helkula, A. 2011.Characterising the concept of service experience. Journal of service man-
agement. Vol. 22, No. 3, 367-389. 
Hyysalo, S. 2009. Käyttäjä tuotekehityksessä. Tieto, tutkimus, menetelmät. Taideteollisen 
korkeakoulun julkaisu B 97. Helsinki.  
 
Hämäläinen, K., Vilkka, H. & Miettinen, S. 2011. Asiakasymmärrys ja käyttäjätiedon hank-
kiminen. In Miettinen, S. (ed) 2011. Palvelumuotoilu – uusia menetelmiä käyttäjätiedon hank-
intaan ja hyödyntämiseen.    
 
Jaakkola, E., Helkkula, A. & Aarikka-Stenroos, L. 2015. Service experience co-creation: con-
ceptualization, implications, and future directions. Journal of Service Management, vol. 26, 
Issue 2, 182-205. 
 
Jordan, P. Designing pleasurable products. An introduction to the new human factors. Taylor 
and Francis.  
 
Jones, P. 2013. Design for Care. Innovating health care experience. Rosenfeld.   
 
Kaasinen, E., Roto, V. Hakulinen, J., Heimonen, T., Jokinen, J.P.P., Karvonen, H., Keskinen, 
T., Koskinen, H., Lu, Y., Saariluoma, P., Tokkonen, H., Turunen, M. 2015. Defining user expe-
rience goals to guide the design of industrial systems. Behavior & Information Technology. 
Vol. 34, Issue 10.  
 
Keinonen, T. 2010. Protect and appreciate – notes on the justification of user-centered de-
sign. Aalto University of School of Art and Design. International journal of Design 4(1), 17-27. 
 
Kimbell, L. 2009. The turn to service design. In Julier, G. & Moor, L. (eds). Design and crea-
tivity: Plicy, management and practise. Berg.  
 
Koivisto, M. 2011. Palvelumuotoilun peruskäsitteet. In Miettinen, S. (ed) 2011. Palvelu-
muotoilu – uusia menetelmiä käyttäjätiedon hankintaan ja hyödyntämiseen.    
 
Koskinen, I., Zimmerman, J. Binder, T. Redstöm, J, Wensveen, S. 2011. Design research 
through practice: From the the lab, field and showroom. Elsevier.  
 
Koskinen, I. & Battarbee, K.2003. Introduction to user experience and emphatic design. In 
Koskinen, I., Battarbee, K., Mattelmäki, T. 2003. Emphatic design. User experience in product 
design. IT Press. 
  
Ostrom, A., L., Bitner, M., J., Brown, S., W., Burkhard K., A., Goul, M., Smith-Daniels, V., 
Demirkan, H. & Rabinovich, E. 2010. Moving Forward and Making a Difference: Research Prior-
ities for the Science of Service. Journal of Service Science. XX(X), 1-33. Sage publishing. 
 
Lusch, R.F. & Vargo, S.L. 2006. Service-dominant logic: reactions, reflections and refine-
ments. Marketing Theory. Vol. 6, No. 3, 281-288.  
 62 
 
Maglio, P., Kieliszewski, C. A., Spohrer, J.d. (eds). 2010. Handbook of service science. 
Springer. 
Mager, Service Design. A review. Mager, B. 2009. Service Design as Emerging Field. In Miet-
tinen, S. & Koivisto, M. (eds.) 2009. Designing Services with Innovative Methods. Kuopio 
Academy of Design & University of Art and Design Helsinki.  
Marianpolski, H. 2001. Qualitative market research. A comprehensive quide. Sage.  
 
Matthing, J., Sandén, B. & Edvardsson, B. 2004. New service development: learning from and 
with customers. International Journal of Service Industry Management. Vol. 15 No. 5. 
 
Mattelmäki, T. & Vaajakallio, K. 2011. Yhteissuunnittelu ja palveluiden ideointi. In Miettinen, 
S. (ed) 2011. Palvelumuotoilu – uusia menetelmiä käyttäjätiedon hankintaan ja 
hyödyntämiseen  
Miettinen, S. (ed) 2011. Palvelumuotoilu – uusia menetelmiä käyttäjätiedon hankintaan ja 
hyödyntämiseen.    
Miettinen, S. 2011. Palvelumutotoilu – Yhteissuunnittelua, empatiaa ja osallistamista. In Miet-
tinen, S. (ed) 2011. Palvelumuotoilu – uusia menetelmiä käyttäjätiedon hankintaan ja 
hyödyntämiseen 
Miettinen, S. 2009. Service Designer’s methods.  In Miettinen, S. & Koivisto, M. (eds.) 2009. 
Designing Services with Innovative Methods. Kuopio Academy of Design & University of Art and 
Design Helsinki. 
 
Miettinen, S. & Koivisto, M. (eds.) 2009. Designing Services with Innovative Methods. Kuopio 
Academy of Design & University of Art and Design Helsinki. 
Miettinen, S. & Valtonen, A. 2012. Service Design with Theory: Discussion on Change, Value 
and Methods. Lapland University Press: Vantaa. 
Miettinen, S. & Valtonen, A. (eds.) 2010. Service Design with Theory. University of Lapland 
Press. 
Moritz, S. 2005. Service Design, Practical Access to Evolving Field, Köln International School 
of Design. 
 
Norman, D. 1998. The design of Everyday Things. Doubleday. 
 
Norman, D. 2004. Emotional design. Why we love (or hate) everyday things. Basic books. 
 
Ojasalo, K. & Ojasalo, J. 2015. Adapting Business Model Thinking to Service Logic: An Empiri-
cal Study on Developing a Service Design Tool. In Gummerus, J. and von Koskull, C. (Eds.). 
2015. The Nordic School – Alternative Perspectives on Marketing and Service Management, 
Hanken School of Economics, Helsinki, Finland.  
Pine J. & Gilmore, J. 1998. Welcome to the experience economy. Harward business review. 
July-August issue. 
 
Pine, J. & Gilmore, J. 1999. The Experience economy. Harvard business school press. Boston. 
 
Prahalad, C.K. & Ramaswamy, V. 2004. Co-creation experiences: the next practice in value 
creation. Journal of Interactive Marketing. Vol.18, No.3, 5-14 
 
Ramaswamy, R. 1996. Design and management of service processes. Keeping customers for 
 63 
 
life. Addison-Wesley. 
Roto, V., Law, E., Vermeeren, A. Hoonhout, J. 2011. User Experience white paper, Bringing 
clarity to the concept of user experience. Results from Dagstuhl Seminar on Demarcating User 
Experience, September 15-18, 2010. February 11, 2011.  
Saco, R.M. & Goncalves, A.P. 2008. Service Design: An Appraisal. Design Management Review, 
Vol. 19, Issue1, 12.  
Saffer, D. 2007. Designing for interaction. Creating smart applications and clever devices. 
Berkeley: New Riders. 
 
Sanders, E.B.N. & Dandavate, U. 1999. Design for experience: new tools. In proceedings of 
the first international conference on design and emotion. Felft university of techonology, 
Delft, the Netherlands, 87-92. 
 
Sanders, E.B.N. 2001. Virtuosos of the experience domain. Proceedings of the IDSA Education 
Conference. Boston 
Sanders, E. B.N. & Stappers, P. J. 2008. Co-Creation and the new landscapes of design. 
CoDesign. Taylor & Francis.  
Sangiorgi, D. 2013. Value co-creation in design for services. In Miettinen, S. & Valtonen, A. 
(eds.) Service Design with Theory. Vantaa, Finland: Lapland University Press.  
 
Shostack, G. L. 1984. Designing services that deliver. Harvard Business Review, 62(1), 133–
139.  
 
Shumaker, S. A. & Pequegnat, W. 1989. Hospital design, health providers and the delivery of 
effective health care. In Zube E.H. & Moore, G. T. (Eds.) 1989. Advances in environment, be-
havior and design. Vol. 2, 161- 202. New York. Plenum. 
Sleeswijk Visser, F. 2009. Bringing the everyday life of people into design. Technische Univer-
siteit Delft.  
 
Stickdorn, M. & Schneider, J. (eds.) 2010. This is Service Design Thinking: basics - tools – cas-
es. Amsterdam: BIS Publishers.  
Stickdorn, M. 2010. 5 Principles of Service Design Thinking. In Stickdorn, M. & Schneider, J. 
(eds.) 2010. This is Service Design Thinking: basics - tools – cases. Amsterdam: BIS Publishers. 
Teso. G., Ceppi, G. Furlanetto, A., Cario, C. & Scannapieco, C.   2013. Defining the Role of 
Service Design in Healthcare. Design Management Review, Vol. 24, issue 3, p 40-47. 
Tienhaara, P. 2015. Terveyspalveluihin asiakaslähtöisyyttä – pullataikinasta pitkoksi. Tampe-
reen kaupunki, selvitykset ja kehittämisraportit. 8/2015. 
Tuulaniemi, J. 2011. Palvelumuotoilu. Hämeenlinna: Talentum media. 
Ulrich, R.S 1991. Effects of health facility interior design on wellness: theory and recent sci-
entific research. Journal of Health Care Interior Design. Vol. 3, 97-109.  
 
Ulrich, R.S. 1992. How design impacts wellness. Healthcare Forum Journal. Vol. 20, 20-25.   
 
Ulrich, R.S. 2000. Evidence based environmental design for improving medical outcomes. Pro-
ceedings of the conference Healing by Design: Building for Health Care in the 21st Century. 
Montreal, McGill University Health Centre. 
 64 
 
Ulrich, R.S. 2008. A review of the research literature on evidence-based healtcare design. 
Health environments research & design journal. Vol. 1, Number 3.  
Vaajakallio, K. & Mattelmäki, T. 2013. Yhteissuunnittelu avaa uusia näkymiä julkiselle 
sektorille. In Keinonen, T., Vaajakallio, K. and Honkonen, J. 2013. Designing for Wellbeing. 
Keuruu. Otavan Kirjapaino Oy 
 
Vargo, S.L. and Lusch, R.F. 2004. Evolving to a New Dominant Logic of Marketing. Journal of 
Marketing. Vol 68, 1-17.  
Vargo, S.L. and Lusch, R.F. 2008. Service-dominant logic: continuing the evolution. Journal of 
the Academy of Marketing Science. Vol. 36, 1-10.  
Vilkka, H. 2015. Tutki ja kehitä. PS-kustannus.  
 
Virtanen P.,  Suoheimo M., Lamminmäki S., Ahonen P. ja Suokas M. 2011. Matkaopas 
asiakaslähtöisten sosiaali- ja terveyspalvelujen kehittämiseen. Tekes 281/2011. Helsinki. 
 
Von Hippel, E. 2005. Democratizing innovation. Cambridge, MA. MIT press.  
 
 
Electronic sources  
 
All about UX. User Experience Definitions. Retrieved 25.3.2016. 
http://www.allaboutux.org/ux-definitions  
 
Bader, S. 4things doctors and hospitals can learn from Zappos. Patienst are customers, make 
them happy. Fact Co. Exists. January 8, 2015. Retrieved 25.3.2016.    
http://www.fastcoexist.com/3040122/4-things-doctors-and-hospitals-can-learn-from-
zappos?partner=rss#4 
 
Cottam, H & Leadbeater, C. 2004. Health: Co-Creating services. Red Paper 01. Design Coun-
cil. http://www.hilarycottam.com/wp-content/uploads/2010/01/RED_Paper-01-Health_Co-
creating_services.pdf 
 
CPUT DESIS Lab. 2014. Retrieved 8.3.2014. http://www.desis-network.org/content/cput-
desis-lab  
 
Freire, K. & Sangiorgi, D. 2010. Service design & healthcare innovation: from consumption to 
co-production and co-creation. Retrieved 18.11. 2015. http://www.servdes.org/pdf/freire-
sangiorgi.pdf 
 
IDEO. 2016. DePaul Health Center for SSM Health Care. Patient-Care delivery model. Re-
trieved 25.3.2016. https://www.ideo.com/work/depaul-health-center/  
 
IDEO. 2015a. Leighton Heart & Vascular Center for Memorial Hospital & Health System. Re-
trieved 26.2.2015. http://www.ideo.com/work/leighton-heart-vascular-center 
 
IDEO. 2015b.  Patient-Provider Service for Mayo Clinic. Better service at a renowned 
healthcare institution. Retrieved 26.2.2015. http://www.ideo.com/work/patient-provider-
service-for-mayo-clinic 
 
IDEO. 2015c. Nurse knowledge exchange for Kaiser Permanente. Retrieved 26.2.2015. 
http://www.ideo.com/work/nurse-knowledge-exchange 
 
IDEO. 2015d. Experience Design for Nemours Children’s Hospital. A family- and patient-
centered experience for a leading pediatric hospital. Retrieved 26.2.2015. 
http://www.ideo.com/work/experience-design 
 65 
 
  
IDEO. 2015e. Service Excellence Through Innovation for Brigham and Women's/Faulkner Hos-
pitals. Presurgical and postpartum care redesign. Retrieved 26.2.2015.  
http://www.ideo.com/work/service-excellence-through-innovation 
 
IDEO. 2013. Human Centered Design. Toolkit. Retrieved 8.4.2013.  
http://www.ideo.com/work/human-centered-design-toolkit/ 
 
DesignIt. 2015. Oslo University Hospital - Changing the lives of breast cancer patients. 
26.2.2015. http://designit.com/cases/oslo-university-hospital-changing-the-lives-of-breast-
cancer-patients 
 
LiveWork. 2016.  The efficiently human hospital. Retrieved 24.4. 2016. 
http://liveworkstudio.com/perspectives/hospital/ 
 
Sangiorgi, D., Carr, V., Busher, M., Junginger, S. and Cooper, R. 2011. Design in practice. 
Flexibility and change in health care providers. Research report. ImaginationLancaster. Lan-
caster university. Retrieved 18.11. 2015. 
http://www.haciric.org/static/pdf/publications/Commissioning_and_Design_final%20version_
small.pdf 
 
The University of Cape Town Lung Institute. 2014. Retrieved 8.3.2014 
http://www.lunginstitute.co.za/index.html 
 
Thomas, E. 2008. Innovation by design in public services. Design Council, UK. Retrieved 
8.3.2013. http://www.solace.org.uk/documents/sfi/SFI%20-
%20Innovation%20by%20design%20in%20public%20services.pdf 
 
UCT Lung Institute4Community. 2013. Retrieved 8.3.2013. 
http://www.lunginstitute.co.za/uctli4community.html 
 
UK Design Council. 2008. The role of design in public services. Design Council briefing, UK. 
Retrieved 8.3.2013. http://www.designcouncil.org.uk/our-work/insight/research/research-
briefings/the-role-of-design-in-public-services/ 
 
UK Design Council. 2013. The design process. Retrieved 8.3.2013 
http://www.designcouncil.org.uk/designprocess  
 
UK Design Council. 2013. Design Methods Step 1: Discover. Feature 10 June 2013. Retrieved 
8.3.2013. http://www.designcouncil.org.uk/news-opinion/design-methods-step-1-discover 
 
UK Design Council. 2013. Design Methods Step 2: Define. Feature 18 March 2015. Retrieved 
8.3.2013. http://www.designcouncil.org.uk/news-opinion/design-methods-step-2-define 
 
UK Design Council. 2015. The Design Process: What is the Double Diamond? Feature 17 March 
2015. Retrieved 18.11.1015.  http://www.designcouncil.org.uk/news-opinion/design-process-
what-double-diamond 
 
World Design Capital Cape Town Projects. 2014. Retrieved 8.3.2014. 
http://www.wdccapetown2014.com/projects/recognised-projects-for-wdc-2014/  
 
 
Interviews  
 
Futerman, R. & Whale, C. Discussion on the collaboration project 30 April 2013. Chapel street 
clinic, Cape Town. 
 
Whale, C. Interview with the project manager. 10 May 2013. Chapel Street Clinic, Cape Town.   
 66 
 
 
Figures 
 
Figure 1: Different perspectives within customer centeredness (created based on Edvarsson et 
al. 2010) ................................................................................................. 11	
Figure 2: Illustration on how different levels of knowledge that be accessed by different 
design research methods (Sleeswijk Wisser 2009, 17 based on Sanders & Dandavate 1999 and 
Sanders 2001). .......................................................................................... 17	
Figure 3: Illustration of user experience formation (created as a modification from Sleeswijk 
Visser 2009, 15-16; Roto et al. 2010; Kankainen & Fulton Suri 2001). ......................... 19	
Figure 4: Illustration of the key components of experience formation according to service 
design approach (based on Tuulaniemi 2011, 80 and Koivisto 2011, 49-53) .................. 21	
Figure 5: The Double Diamond model for service design processes (by Design Council 2015)28	
Figure 6: Adapted Double Diamond model describing the thesis project and the larger clinic 
renewal and re-design process. ...................................................................... 29	
Figure 7: Templates used in the kick-off workshop. .............................................. 31	
Figure 8: Picture of the filled templates that were placed visible for the staff members and 
other stakeholders to see at the clinic. ............................................................ 32	
Figure 9: Visualization of the project goal and focus area definition based on the workshop.
 ............................................................................................................ 33	
Figure 10: Pictures from the observation phase and observation notes. ...................... 35	
Figure 11: Picture of the used questionnaires, feedback and idea box and floor map. ..... 38	
Figure 12: Pictures from the workshop organized with the clinic personnel. ................ 39	
Figure 13: Clinic pictures were used to mapping the needs and ideas for development. .. 40	
Figure 14: Moodboards created by the personnel members. .................................... 41	
Figure 15: Illustration on how different patient types were first identified for the basis of 
persona creation. ...................................................................................... 43	
Figure 16: Examples of a patient persona descriptions. ......................................... 44	
Figure 17: Examples of a created personnel profile. ............................................. 45	
Figure 18: Summary of various phases, service moments and touchpoints affecting the user 
experience before, during and after clinic visit. .................................................. 46	
Figure 19: Examples of the created visual user journey descriptions. ......................... 48	
Figure 20: Picture of a created service blueprint. ................................................ 49	
Figure 21: Pictures of the patient flow visualizations with identified main challenge areas.50	
Figure 22: Summary of the project goals and results. ............................................ 51	
Figure 23: Example of a closer description of the challenges related to the storage solution 
re-desing opportunity area. .......................................................................... 53	
Figure 24: Illustration on the process of identifying the needs and ideas for development and 
how they were taken forward. ....................................................................... 54	
 
